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CHAPTER  I 

INTRODUCTION 

Background  Information 

Ft.  Polk  is  a  military  reservation  in  rural  West  Central  Loui¬ 
siana.  Its  U.S.  Army  Community  Hospital  (USACH)  is  a  180-bed,  Joint 
Commission  on  Accreditation  of  Hospitals  (JCAH) -accredited  facility. 

The  mission  of  this  USACH  is  to  support  the  5th  Infantry  Division 
(Mechanized)  and  its  associated  nondivisional  units  (Ft.  Polk).  As  the 
largest  military  medical  treatment  facility  in  the  state  of  Louisiana, 
the  catchment  area  geographically  covers  the  entire  state  and  41,339 
health  care  beneficiaries:  12,227  active  duty  members,  19,062  depend¬ 
ents  of  active  duty  personnel,  4,000  retired  members,  and  6,000  depend¬ 
ents  of  deceased  or  retired  military  personnel. 

The  immediate  surrounding  medical  community  includes  three 
small  hospitals  within  one -half  hour's  drive,  containing  28  beds,  54 
beds,  and  88  beds.  The  nearest  medical  facilities  with  any  degree  of 
sophistication  are  in  Alexandria  and  Lake  Charles,  Louisiana.  They 
are  a  one-hour  drive  and  a  one -and -a -half -hour  drive  from  Ft.  Polk, 
respectively. 

The  current  facility  is  contained  in  over  100  buildings.  It  is 
a  French HStyle  cantonment  complex  which  was  constructed  in  1941,  in 
less  than  four  months.  After  entering  a  fifth  decade  in  temporary 
buildings,  the  staff  and  the  patients  may  look  forward  to  a  new  facility. 
As  of  May,  1980,  the  construction  of  the  new  facility  was  31  percent 
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complete,  with  occupancy  scheduled  for  October,  1982.  For  the  new  fa¬ 
cility,  Congress  appropriated  $44.6  million.  Of  that  appropriation, 

$2.5  million  are  for  fixed  equipment.  Above  that  appropriation,  the 
Office  of  The  Surgeon  General  has  designated  an  additional  $6.7  for 
nonfixed  equipment  (MEDCASE). 

Identification  of  the  Problem 

The  current  status  of  patient  education  was  identified  as  a 
problem  after  an  analysis  of  the  experiences  during  and  after  the  im¬ 
plementation  of  the  enlisted  SQT  (Skill  Qualification  Test)  system. 
Virtually  every  facet  of  the  educational  process  within  the  boundaries 
of  this  health  care  treatment  facility  is  decentralized  and  dependent 
upon  the  initiative  of  the  individual  concerned .  This  includes  but  is 
not  necessarily  limited  to  continuing  medical  education  (CME)  of  pro¬ 
fessional  3taff,  inservice  education  of  paraprofessional  and  administra¬ 
tive  staffs,  military  occupational  specialty -specific  education  of  en¬ 
listed  personnel  (SQT),  military-specific  education  of  officer  and 
enlisted  personnel,  and  general  recurring  mandatory  training  of  civilian 
and  military  personnel  (i.e.,  SAEDA:  U.S.  Army  regulations  and  guide¬ 
lines  regarding  conflict  of  interest;  identification  of  and  precautions 
against  heat  and/or  cold,  injury,  etc.). 

Due  to  the  breadth  of  the  educational  spectrum,  the  responsible 
individuals  in  the  major  functional  areas  are  evaluating  and,  as  neces¬ 
sary,  adjusting  their  area  or  topic  educational  process.  For  instance, 
the  responsibility  of  CME  has  been  formally  identified  as  an  additional 
duty  of  the  chief  of  Professional  Services;  inservice  education  of 
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nursing  personnel  has  remained  with  the  Nursing  Education  and  Training 
Division;  inservice  education  of  the  administrative  personnel  remains 
with  the  members'  respective  functional  areas;  military -specific  and 
general  mandatory  training  remains  with  the  Plans,  Operations,  and 
Training  Division.  Education  in  its  broadest  sense  remains  fragmented. 

The  responsibility  for  patient  education  has  been  traditionally 
fragmented  among  services,  clinics,  and  wards.  As  a  result  of  this  de¬ 
centralization,  any  patient  education  within  the  current  organization 
is  totally  dependent  upon  the  initiative  of  the  individual  physician  or 
nurse .  Those  individuals  that  vigorously  pursue  patient  education  as 
an  overtly  integral  part  of  their  total  treatment  of  the  patient  have 
developed  miniature  patient  education  programs  which  are  oriented  toward 
the  specific  interests  and  needs  of  their  clinic  or  ward  population. 

For  example,  the  Family  Practice  clinics  and  the  Obstetrics  and  Gynecol¬ 
ogy  Clinic  have  independently  developed  prenatal  programs  for  the  preg¬ 
nant  woman.  The  desire  to  provide  the  total  spectrum  of  health  care  to 
their  unit-specific  patient  population  is  admirable.  However,  in  this 
attempt  to  meet  the  patient's  total  needs,  the  efficiency  of  the  educa¬ 
tion  provided  the  patient  and  the  economy  of  the  resources  required  to 
provide  this  education  appear  to  be  secondary  to  retaining  control  over 
the  total  treatment  process .  While  it  is  not  questioned  that  physicians 
want  and  should  retain  control  over  the  education  of  their  patients,'*' 
it  is  not  clear  whether  or  not  the  physicians  and  the  nurses  in  this 
hospital  have  consulted  with  the  physicians  and  the  nurses  outside  their 
respective  clinics/wards  concerning  the  development  and  the  utilization 
of  clinic-  or  ward -specific  patient  education  programs.  Resources, 
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educational  aids,  personnel,  and  equipment  have,  for  the  most  part,  not 
been  shared.  The  area-  or  the  ward-specific  programs  have  been  totally 
independent  of  one  another . 

It  is  the  personal  objective  of  the  hospital  commander  to  estab¬ 
lish  a  patient  education  center  in  the  current  hospital  facility  which 
will  be  compatible  with  the  new  facility.  (See  Appendix  A  for  defini¬ 
tions  appropriate  to  this  study.)  The  responsibility  for  the  current 
facility  was  originally  assigned  to  the  Consumer  Health  Educational 
Panel  (CHEP) .  Under  this  charter,  the  CHEP  has  directed  the  majority 
of  its  efforts  toward  the  establishment  of  a  patient  education  center. 

The  CHEP  informally  surveyed  the  current  physical  plant  for  an  area  which 
could  be  utilized  in  the  initial  efforts  with  minimal  or  no  start-up 
costs.  It  was  determined  by  the  CHEP  that,  as  the  patient  education  con¬ 
cept  becomes  accepted  and  thus  supported  by  the  staff,  any  increase  to 
or  relocation  of  the  physical  site  within  the  current  facility  could  be 
addressed  at  that  time . 

A  recently  assigned  field  grade  nurse  was  given  the  primary  duty 
position  of  patient  education  coordinator.  Her  initial  responsibilities 
were  to  survey  patient  education  as  it  is  being  accomplished  in  the  hos¬ 
pital,  determine  common  literature  requirements,  initiate  a  central  li¬ 
brary  for  the  common  literature  requirements,  and  begin,  as  necessary, 
to  develop  common  patient  education  programs .  Upon  the  recommendation 
of  the  CHEP,  the  commander  directed  the  patient  education  coordinator  to 
locate  the  patient  education  center  in  the  current  Outpatient  Clinic. 

The  initial  center  is  comprised  of  three  small  offices  (approximately 
22  feet  by  9  feet,  14  feet  by  9  feet,  and  8  feet  by  6  feet).  For  the 
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development  phase  of  a  patient  education  program,  the  physical  space 
appears  adequate.  Office  furniture  has  been  hand  receipted  frcm  within 
hospital  resources.  Administrative  support  for  the  patient  education 
center  (i.e.,  the  coordinator)  is  dependent  upon  which  clerk  or  secre¬ 
tary  is  willing  to  assist  the  coordinator. 

As  a  result  of  the  command  support  of  the  patient  education 
process,  several  of  the  more  active  proponents  of  patient  education 
voluntarily  formed  a  subcommittee  of  the  CHEP  for  the  express  purpose 
of  developing  prototype  models  of  disease-  and  injury -specific  patient 
education.  As  an  additional  duty  and  entirely  within  their  own  clini¬ 
cal  resources,  the  committee  members  have  focused  their  energies  toward 
developing  patient  education  programs  for  what  they  consider  to  be  two 
of  the  more  common  disease  entities  of  the  patients  (diabetes  mellitus 
and  hypertension).  The  composition  of  this  voluntary  comnittee  includes 
a  family  physician,  a  clinic  head  nurse,  a  medical  practitioner,  a  clini¬ 
cal  dietician,  and  the  newly  appointed  patient  education  coordinator. 

As  implied  above,  this  voluntary  committee's  intention  is  to  formulate, 
as  personal  resources  permit,  prototype  models  which  are  acceptable  to 
the  medical  and  the  nursing  staffs.  It  is  recognized  that,  without  this 
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support,  the  chance  for  success  for  any  program  would  be  greatly  reduced . 


Conditions  Which  Prompted  the  Stud\ 


L.  With  the  primary  objective  of  the  patient  education  coordinator 


and  the  CHEP  being  to  establish  an  operating  patient  education  center 
in  the  current  facility,  minimal  efforts  have  been  directed  toward  the 
integration  and  the  coordination  of  patient  education  and  a  patient 
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(  education  center  in  the  new  facility.  This  study  was  prompted  by  the 
— ^ 

recognized  need  to  insure  that  effort  to  institute  a  patient  education 
center  in  the  current  facility  would  be  compatible  with  any  future  ef¬ 
forts  to  establish  a  patient  education  center  in  the  new  facility. 

The  initial  design  of  the  new  facility  does  not  include  any 
provision  for  a  patient  education-specific  area.  This  apparent  over¬ 
sight  is  understandable  when  one  realizes  the  initial  design  of  the 
new  facility  was  authored  in  the  early  1970s.  During  the  design  stages 

of  the  new  facility,  patient  education  was  not  recognized,  as  it  is 
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today,  as  a  national  health  priority.  If  design  changes  are  to  be 
made  to  accommodate  the  patient  education  center  concept,  it  is  to  the 
advantage  of  the  user  and  the  taxpayer  that  such  changes  be  made  as 
soon  as  practicable .  The  closer  the  design  modification  is  to  the  com¬ 
pletion  of  the  project  and  the  occupancy  of  the  facility,  the  more  ex¬ 
pensive  it  will  be . 

Current  literature  suggests  that,  if  a  patient  education  center 
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is  to  be  successful,  it  must  go  beyond  the  patient .  Patient  education 
must  be  an  integral  part  of  a  system  that  includes  the  education  of  the 
community  as  well  as  that  of  the  hospital  staff.  While  the  focus  of 
this  problem-solving  project  will  be  patient  education,  the  education 
needs  of  the  community  and  the  staff  will  be  addressed  as  they  relate 
to  patient  education. 


Statement  of  the  Problem 

The  problem  is  to  determine  the  patient  education  requirements 
for  the  new  hospital.  The  requirements  include,  but  need  not  be 
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limited  to,  workload  predictions,  organizational  structure  (centralized 
versus  decentralized),  manpower,  equipment,  and  physical  space. 

Purpose  of  the  Study 

Ihe  purpose  of  this  study  is  to  investigate  the  possible  alter¬ 
natives  for  implementation  of  a  patient  education  center  in  the  new 
facility  and  to  determine  which  of  the  alternatives  considered  would  be 
the  best  method  for  that  implementation.  - .  1  r' <t  C 

Assumptions  and  Limitations 

Additional  resource  requirements  are  generally  accepted  as  a 
limiting  factor  with  a  new  or  increased  mission .  This  assumption  is 
not  expected  to  change  with  respect  to  personnel,  equipment,  and  physi¬ 
cal  space  requirements.  Any  new  manpower  requirements  must  be  support¬ 
able  from  within  current  manpower  authorizations.  Any  requests  for 
additional  authorizations  to  support  a  hospital-generated  mission  re¬ 
quirement  would  be  expected  to  meet  with  minimal  success. 

Funding  for  new  hospital  equipment  requirements  is  not  expected 
to  be  a  limiting  factor.  Equipment  requirements  for  the  support  of 
patient  education  in  the  new  hospital  will  be  available  through  new 
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hospital  funds.  New  hospital  equipment  funds  are  separate  from  current  \ 

I 

MEDCASE  monies.  As  such,  they  have  been  designated  for  use  at  the  new  j 

\ 

facility.  The  budgetary  acronym  used  to  refer  to  new  hospital  equip- 
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raent  funds  is  BLIC  F  (Basic  Line  Item  Code  F).  The  acronym  for  MEDCASE 

*  » 

funds  is  BLIC  R.  j 

i 

The  relative  ease  of  using  BLIC  F  funds  is  a  result  of  those 


funds  already  being  available  to  the  hospital .  The  major  hurdle  in  the 


BLIC  F  approval  process  is  obtaining  the  approbation  of  the  hospital 
commander.  Funding  for  a  patient  education  center  in  the  current  fa¬ 
cility  may  not  be  as  easy  to  obtain  if  BLIC  F  funds  cannot  be  used. 

That  equipment  which  can  be  shewn  to  be  transferable  to  the  new  facil¬ 
ity  while  continuing  to  meet  any  state-of-the-art  strictures  may  be 
eligible  to  be  purchased  via  BLIC  F.  That  equipment  which  cannot  meet 
those  requirements  must  be  purchased  through  normal  MEDCASE  procedures . 
The  major  hurdles  in  MEDCASE  requests  are  that  they  must  compete  with 
the  normal  operational  demands  of  the  current  facility  and  then  the 
hospital’s  total  MEDCASE  requirements  must  compete  with  all  other  Health 
Services  Command  (HSC)  treatment  facilities  for  a  share  of  the  HSC  MED¬ 
CASE  budget. 

Since  the  initiation  of  this  project,  the  reliability  of  the 

available  workload  data  has  been  questioned.  During  the  recent  JCAH 

accreditation  survey,  it  was  observed  by  the  survey  team  that  patient 
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education  is  not  being  adequately  documented  in  the  patient  charts. 

As  such,  any  workload  determination  must  be  a  composite  of  that  docu¬ 
mentation  which  is  available  and  the  subjective  evaluation  of  the 
current  literature  and  the  current  staff’s  opinions. 

Objectives 

An  initial  objective  of  this  study  was  to  develop  a  data  base 
which  would  be  useful  in  the  evaluation  of  the  alternatives  as  well  as 


in  the  development  of  patient  education  pregrams  at  this  USACH  (whether 
in  a  centralized  or  a  decentralized  mode).  A  second  objective  of  this 
study  is  to  compare  and  contrast  the  alternatives  presented.  Finally, 
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the  third  objective  is  to  select  and  make  recommendations  as  to  the 
specific  course  of  action  which  should  be  taken  by  this  USACH  in  im¬ 
plementing  a  patient  education  center  in  the  new  facility. 

Criteria 

The  criteria  utilized  in  this  study  are,  for  the  most  part,  the 
resources  requirements  for  patient  education:  (1)  workload,  (2)  man¬ 
power,  (3)  equipment,  and  (A)  physical  space.  A  fifth  criterion  for 
measurement  is  a  subjective  evaluation  as  to  the  real  or  the  potential 
quality  of  patient  education  under  each  alternative. 

Factors  Bearing  upon  the  Problem 

Before  one  embarks  on  a  course  of  action  that  may  result  in  the 
expenditure  of  resources,  one  must  ascertain  the  current  situation  and 
select  the  best  alternative  from  those  which  are  available.  A  commit¬ 
ment  to  expend  resources  must  be  based  upon  fact  or,  as  a  minimum,  upon 
logical  deduction  from  that  information  which  is  available. 

Even  though  it  is  the  personal  goal  of  the  commander  to  estab¬ 
lish  a  patient  education  center  in  the  current  facility,  this  study  was 
undertaken  with  the  understanding  that  there  are  three  general  alterna¬ 
tives.  The  first  alternative  is  that  patient  education  at  this  USACH 
could  remain  in  its  traditionally  decentralized  mode  (no  change).  The 
second  alternative  is  the  irnrediate  institution  of  a  totally  central¬ 
ized  patient  education  system  with  maximum  patient  education  presented 
via  a  systems -oriented  patient  education  center  (immediate  change). 

The  third  alternative  is  a  flexible  compromise  between  the  first  two: 
The  patient  education  center  could  start  relatively  small  and  grow  as 
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resources  become  available  and  the  concept  of  a  centralized  patient 
education  center  gains  the  cooperation  and  the  acceptance  of  the  staff 
and  the  top  management  (gradual  change). 

Perhaps  the  most  significant  positive  influence  that  could  fa¬ 
cilitate  the  successful  establishment  and  operation  of  a  patient  edu¬ 
cation  center  would  be  the  continued  support  of  top  management.  As 
mentioned  earlier,  the  establishment  of  a  patient  education  center  is 
one  of  the  commander's  personal  objectives.  For  the  most  part,  staff 
members  who  have  been  approached  for  their  opinion  as  to  what  the  hos¬ 
pital  should  do  with  reference  to  patient  education  have  responded 
favorably  with  candid  comments.  Many  of  these  same  individuals  have 
assisted  in  the  random  surveying  of  their  patients. 

The  individuals  who  voluntarily  formed  a  subcommittee  of  the 
CHEP  for  the  express  purpose  of  "getting  the  patient  education  center 
off  the  ground"  are  a  measure  of  the  sincerity  and  the  depth  of  sup¬ 
port  the  current  staff  will  give  a  functional  patient  education  center. 
The  ability  to  purchase  state-of-the-art  equipment  has  the  potential 
of  being  a  motivator  to  those  involved  in  the  establishment  of  a  pa¬ 
tient  education  center.  Once  a  center  is  established,  modern  state- 
of-the-art  equipment  is  expected  to  have  a  positive  influence  upon  the 
users  (practitioner  and  patient). 

The  environmental  factors  indigenous  to  this  area  may  provide 
a  subtle,  positive  influence.  The  U.S.  Army  Conmunity  Hospital  does, 
as  advertised,  serve  a  remote  area.  As  such,  the  population  within 
the  catchment  area  is  more  reachable  than  the  population  of,  perhaps, 
an  urban  area.  The  effect  of  the  relatively  "closed  society"  that  is 
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assigned  to  Ft.  Polk  as  well  as  the  availability  of  the  personnel  in 
the  housing  areas  through  a  post-operated  channel  on  the  local  closed- 
circuit  (cable)  television  renders  the  post  population  a  captive  au¬ 
dience.  The  post-run  channel  is  an  excellent  vehicle  for  continuing 
conmunity  education.  Programs  could  be  viewed  by  the  patient  in  the 
clinic  areas  while  he/she  waits  for  an  appointment  or  viewed  by  the 
post  housing  resident  as  an  alternative  to  the  daily  game  shows  and 
soap  operas. 

All  potential  influences  may  not  be  positive.  Historically, 
patient  education  in  this  health  care  treatment  facility  has  been  ef¬ 
fected  by  the  traditional  mode  as  opposed  to  a  systems  approach  asso¬ 
ciated  with  a  patient  education  center.  Individuals  can  and  often  do 
react  negatively  to  change.  If  there  is  adequate  planning  to  include 
the  education  of  the  staff  on  the  potential  of  a  well-run  patient  edu¬ 
cation  center,  the  negative  reaction  to  change  should  be  minimal.  An¬ 
other  historical  factor  which  is  related  to  the  traditional  methodology 
of  patient  education  is  the  mental  orientation  of  the  staff.  As  a  non¬ 
teaching  hospital,  individuals  among  the  staff  may  not  be  oriented  to 
or  accepting  of  an  organizationally  separate  entity  whose  purpose  is 
providing  "the  same"  patient  education  which  they  have  been  tradition¬ 
ally  offering.  Through  the  routine  course  of  permanent  changes  of 
station,  resignations,  and  retirements,  those  elements  of  the  staff 
that  are  positively  inclined  toward  a  patient  education  center  could  be 
elsewhere  by  the  time  the  new  hospital  is  opened  and  the  patient  educa¬ 
tion  center  in  the  new  hospital  has  a  chance  to  be  successful. 


Literature  Review 


Patient  education  is  established  as  a  national  health  priority. 

Two  of  the  stronger  indicators  in  support  of  that  contention  are  the 

1973  Report  of  the  President’s  Committee  on  Health  Education^  and  the 

1974  National  Health  Planning  and  Resources  Development  Act  (P.L.  93- 
7 

641).  While  Public  Law  93-641  lists  patient  education  as  a  national 
health  priority,  it  is  the  last  of  the  ten  listed  priorities.  In  an 
era  of  declining  resources  and  spiraling  inflation,  one  cannot  expect 
patient  education  to  be  unquestionably  funded.  It  must  compete  with 
hi^ier  national  priorities  which  are  traditionally  acute  care  oriented. 

There  are  civilian  and  military  hospitals  that  have  developed 
and  currently  fund  successful  patient  education  programs.  While  some 
hospitals,  such  as  Lenox  Hill  Hospital  in  New  York  City,  have  published 

g 

reports  of  their  successes,  local  civilian  hospitals  such  as  Moss  Gen¬ 
eral  Hospital  in  Lake  Charles,  Louisiana,  have  quietly  established  suc- 
0 

cessful  programs.  An  example  of  the  systematic  approach  of  a  patient 
education  center  in  a  military  hospital  is  the  system  designed  by  Kucha 
at  the  U,S.  Army  Medical  Department  Activity  (MEDDAC),  Ft.  Belvoir.10 
Another  military  hospital  that  utilizes  Kucha’s  system  is  the  2nd  Gen¬ 
eral  Hospital,  Landstuhl,  Germany.1^-  Kucha  concludes  that  the  syste¬ 
matic  approach  vis-a-vis  a  patient  education  center  is  succesful  in 
improving  the  patient’s  knowledge  above  the  level  obtainable  by  the 
traditional  method.  Kucha  adds  the  caveat  that,  even  with  the  ability 
to  increase  the  patient’s  knowledge,  success  of  a  patient  education 
program  depends  upon  adequate  planning  and  design  and  acceptance  by  the 
staff.  Kucha  further  concludes  that  education  of  the  patient  alone  is 
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not  enough .  A  total  program  should  include  the  education  of  the  gen- 
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eral  population  of  the  community  as  well  as  the  education  of  the  staff. 

The  American  Hospi  -1  Association  (AHA)  concludes  that,  as  an 
integral  part  of  total  patient  care,  patient  education  must  be  multi¬ 
disciplinary.  This  is  reflected  in  its  recommendations  as  to  the  quali¬ 
fications  and  the  role  of  the  coordinator.  When  evaluating  an  individual 
for  the  position  of  coordinator,  the  AHA  recommends  consideration  be 
given  to  work  experience,  educational  background,  management  skills,  and 
beliefs  or  self-interests  that  indicate  the  individual  is  more  interested 
in  coordinating  and  managing  patients  than  in  providing  patient  teaching 
services.  With  such  an  individual,  there  is  no  question  of  the  physi¬ 
cian  retaining  control  of  a  patient’s  treatment  regimen  (patient  educa¬ 
tion).  The  position  of  a  patient  education  coordinator  is,  as  designed, 
an  extension  of  the  individual  physician.  For  the  position,  the  AHA 
recommends  hospitals  consider  graduates  of  nursing,  adult  education, 
public  health,  and/or  health  education  programs.  Dependent  upon  the 
philosophy  of  the  hospital  management  team,  the  patient  education  de¬ 
partment  can  be  oriented  as  a  nursing  department,  an  education  depart- 
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ment,  or  an  administrative  department. 

The  AHA  stresses  the  need  to  gain  the  cooperation  and  the  sup¬ 
port  of  the  staff.  As  with  Kucha,  the  AHA  stresses  adequate  planning 
in  the  establishment  of  a  program.  Gaining  the  cooperation  and  the 
support  of  the  staff  is  paramount  if  success  is  to  be  expected.  Hie 
AHA  provides  an  excellent  overview  as  to  why  an  institution  should  de¬ 
velop  a  patient  education  program  (Appendix  B).  In  addition  to  bene¬ 
fits  to  the  patient,  the  AHA  identifies  benefits  to  the  institution  in 
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the  accreditation  process  (planned  patient  education  programs  meet  JCAH 
criteria),  on  health  care  legal  issues  (such  programs  assist  in  meeting 
criteria  for  informed  consent  as  well  as  protection  against  subsequent 
liability),  on  professional  responsibilities  (such  programs  assist  the 
professional  in  his/her  total  patient  responsibilities),  and  on  the  man¬ 
agement  process  (such  programs  effect  more  effective  and  more  efficient 
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utilization  of  resources).  The  literature  concludes  that  patient  edu¬ 
cation  programs  are  a  worthwhile  adventure. 

Methodology 

Two  basic  information-gathering  techniques  were  U3ed  to  develop 
a  data  base  to  be  used  in  evaluating  the  alternatives .  First,  the  pro¬ 
fessional  staff,  the  patients,  and  the  potential  patients  (the  commun¬ 
ity)  were  surveyed  as  to  their  opinions  on  patient  education  (appendices 

C-E).  These  three  surveys  were  originally  developed  by  Kucha  as  part 
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of  her  Patient  and  Community  Health  Education  Model  study.  Second, 
a  records  audit  was  made.  Other  information-gathering  techniques  in¬ 
cluded  staff  interviews  and  literature  review. 

In  order  to  understand  the  current  situation  as  it  relates  to 
patient  education  at  this  USACH,  the  above -referenced  data  base  was 
analyzed  to  determine  what  patient  education  is  currently  being  prac¬ 
ticed,  the  methods  being  used  in  providing  that  patient  education,  and 
the  frequency  of  patient  education.  Further  analysis  of  the  patient 
education  requirements  included  the  staff's  identification  of  patient 
education  areas  at  this  USACH  which  are  being  administered  on  a  recurring 
basis  and  those  areas  which  have  been  identified  as  necessary  but  are 
not  being  performed . 
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CHAPTER  II 


DISCUSSION 

Current  Situation 

As  currently  practiced  at  this  USACH,  patient  education  is 
tau^it  in  the  tranditional  mode.  That  is ,  it  is  decentralized  to  the 
individual  physician  and  nurse  who  interact  with  the  patient  during 
the  treatment  regimen  prescribed  by  the  attending  physician.  As  such, 
patient  education  in  this  treatment  facility  is  dependent  upon  the 
initiative  of  that  individual  physician  and/or  nurse.  This  independ¬ 
ence  results  in  miniature  patient  education  programs  whose  development 
and  utilization  have  not  benefited  from  the  experiences,  to  include 
mistakes,  of  others.  In  formulation  and  application  of  patient  educa¬ 
tion  in  this  USACH,  efficient  and  economic  utilization  of  resources 
has  not  been  an  integral  part  of  the  decision  process.  As  long  as  re¬ 
sources  exist  within  the  treatment  setting,  the  interested  practition¬ 
ers  will  provide  what  patient  education  they  perceive  to  be  necessary. 
No  one  individual  is  responsible  for  program  review  (content)  and  re¬ 
source  utilization  ( format ) . 


Data  Base 

In  the  development  of  a  valid,  relevant  data  base,  information 
was  gleaned  from  several  sources.  The  professional  staff,  the  patients, 
and  the  potential  patients  (the  ccmmunity)  were  surveyed  for  their  pro¬ 
fessional  and,  as  appropriate,  personal  opinions  as  to  the  future 
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direction  of  patient  education  in  this  USACH  catchment  area.  In  addi¬ 
tion  to  the  surveys,  several  members  of  the  staff  were  interviewed. 
Randan  medical  records  were  audited  to  determine  the  extent  to  which, 
if  any,  patient  education  was  being  documented. 

The  professional  staff's  reception  to  the  problem-solving  pro¬ 
ject  and  the  survey  process  was  positive.  Of  the  thirty -five  staff 
physicians,  twenty -seven  were  surveyed.  The  criterion  for  selection 
was  whether  or  not  the  physician  interacted  with  patients  on  a  daily 
basis  in  a  setting  that  was  conducive  to  patient  education.  Those  who 
were  not  surveyed  were  limited  to  the  commander,  the  chief  of  Profes¬ 
sional  Services,  the  pathologists,  and  any  physician  who  was  on  leave 
or  otherwise  not  available  during  the  survey  process.  Of  the  twenty- 
seven  surveyed,  seventeen  responded  (63  percent).  The  criterion  for 
selection  of  the  nurses  to  be  surveyed  was  that  the  individual  was 
either  a  head  nurse  of  a  clinic  or  a  ward  or  a  nurse  practitioner  as¬ 
signed  to  this  facility  who  functions  as  a  nurse  practitioner.  There 
are  no  nurse  clinicians  authorized  or  assigned  to  this  USACH.  Of  the 
twenty -six  nurses  surveyed,  twenty -six  responded  (100  percent).  There 
were  two  additional  nurses  whose  unsolicited  responses  were  included. 

As  reflected  in  a  recapitulation  of  the  staff's  responses  (Ap¬ 
pendix  C),  the  staff's  perceptions  vary.  When  asked  what  types  of  pa¬ 
tient  education  are  currently  being  administered  in  this  facility, 
responses  covered  the  spectrum  of  medical  care  currently  available  at 
this  facility.  It  was  interesting  to  note  that  many  of  the  areas  iden¬ 
tified  as  being  performed  were  also  identified  as  areas  that  are  neces¬ 
sary  but  for  which  there  is  not  enough  time  to  discuss  with  the  patient . 
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This  type  of  response  is  not  atypical  for  a  staff  which  operates  in  a 
decentralized  mode.  Physicians  and  nurses  who  have  the  time,  the  re¬ 
sources,  and/or  the  initiative  are  apparently  able  to  address  the  edu¬ 
cational  portion  of  the  patient’s  treatment  regimen.  Those  who  do  not 
have  the  time  and/or  the  resources  apparently  do  not  address  patient 
education  to  the  extent  they  have  indicated  they  or  someone  else  should. 
The  staff's  feedback  was  relatively  universal  in  that  a  common  response 
was  that  the  staff  is  able  to  concentrate  its  educational  efforts  in  a 
few  select  areas.  However,  the  areas  of  concentration  varied  from  in¬ 
dividual  to  individual  and  from  area  to  area.  The  similarity  between 
what  is  being  and  what  cannot  be  done  is  seen  as  a  function  of  the  de¬ 
centralized  approach:  no  system  to  follow,  no  sharing  of  resources,  no 
program  review. 

With  respect  to  the  current  patient  education  methods  being 
used,  the  overwhelming  majority  of  the  staff  indicated  that  they  utilize 
individual  (76  percent)  as  well  as  group  settings  (70  percent).  While 
the  most  predominant  teaching  aid  was  listed  as  printed  material,  a 
significant  portion  of  the  staff  expressed  the  desire  to  incorporate 
videotapes  into  patient  education  (44  percent).  While  seme  of  the  cur¬ 
rent  printed  material  has  been  generated  from  in-house  resources,  most 
of  it  is  of  the  variety  provided  by  drug  companies.  Ihe  staff's  re¬ 
sponse  as  to  the  disease  and  injury  areas  which  are  in  the  greatest  need 
of  patient  education  programs  was  similar  to  the  response  received  by 
Kucha  in  her  survey  at  Ft.  Bel voir,  Virginia.^  The  similarity  of  re¬ 
sponses  could  be  a  function  of  the  similarity  of  the  staff's  educational 
background,  the  health  care  delivery  system  in  which  the  staffs  operate 
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(military),  and  a  similarity  in  the  patient  populations  they  serve 
(young  military  families ) . 

If  staff  cooperation  and  support  are  to  be  nurtured  throu^i  a 
developmental  phase  toward  a  patient  education  center,  it  would  be 
reasonable  to  concentrate  one’s  initial  efforts  and  resources  in  the 
areas  which  the  staff  has  identified  as  critical.  Diabetes  and  hyper¬ 
tension  were  by  far  the  most  popular  staff  responses.  This  could  be  a 
result  of  several  factors.  First,  the  staff  can  readily  identify  dia¬ 
betes  and  hypertension  as  two  areas  where  patient  education  can  have  a 
measurably  positive  influence  upon  the  patient's  management  of  his/her 
disease.  Second,  the  previously  mentioned  voluntary  comnittee  could 
have  influenced  the  staff.  Its  development  of  programs  in  diabetes  and 
hypertension  has  been  discussed  with  the  staff  as  individuals  and  in 
group  settings. 

The  staff's  responses  underscore  the  need  to  gain  its  acceptance 
of  the  patient  education  center  concept  if  that  concept  is  to  be  a 
viable  option  to  the  physician  when  he /she  considers  the  education  of 
the  patient.  Only  5  percent  of  the  staff  indicated  a  need  for  a  pa¬ 
tient  education  center  and/or  more  physical  space.  While  virtually  all 
of  the  staff  interviewed  espoused  a  desire  to  improve  the  quality  of 
patient  education  available  to  patients,  most  staff  members  would  ra¬ 
ther  retain  control  of  their  patients  than  refer  them  to  an  outside 
activity.  At  present,  only  9  percent  of  the  staff  refers  patients  out¬ 
side  the  clinic/ward  for  education .  The  acceptnce  of  the  patient  educa¬ 
tion  center  concept  will  not  come  by  decree.  For  the  staff  to  accept 
the  patient  education  center  concept,  the  members  must  believe  that  the 
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center  will  benefit  their  own  clinic/ward  operation  as  well  as  their 
patients.  Gaining  support  and  cooperation  of  the  staff  will  be  the 
most  crucial  as  well  as  the  most  difficult  task  of  the  patient  educa¬ 
tion  center  coordinator. 

For  the  consumer  survey  (Appendix  D),  patients  were  randomly 
selected  from  each  patient  treatment  area  within  the  hospital  (all 
clinics,  wards,  troop  medical  clinics,  etc.).  The  number  of  patients 
surveyed  per  treatment  area  was  dependent  upon  that  treatment  area’s 
share  of  the  average  daily  workload.  For  the  purpose  of  this  survey, 
patient  workload  corresponded  to  the  number  of  patient  encounters  per 
day  per  treatment  area  (one  outpatient  visit  equaled  one  inpatient). 

The  surveyed  patients  were  selected  from  among  the  patients  the  ward 
or  clinic  encountered  the  day  of  that  ward’s /clinic’s  survey.  The 
selection  criterion  utilized  was  the  matching  of  the  patient's  Social 
Security  number  to  a  preselected  set  of  randan  numbers.  The  patients 
were  surveyed  within  the  clinic/ward  setting  during  the  patient's  "free 
time"  (i.e.,  while  waiting  for  a  clinic  appointment).  The  time  to  com¬ 
plete  the  survey  was  not  a  factor  with  the  consumer  survey.  Of  the  200 
patients  surveyed,  200  responded  (see  Table  1). 

While  the  patient's  preference  for  the  physician  is  understand¬ 
able  (42  percent),  the  relatively  high  acceptance  of  a  health  educator 
(34  percent)  is  significant  if  one  is  to  pursue  the  patient  education 
center  concept.  The  unsolicited  comments  relative  to  whether  or  not 
the  physician  or  the  nurse  gives  the  patient  adequate  information  high¬ 
lights  the  potential  of  the  presenter's  style  and/or  personality  to 
influence  the  patient's  perception  as  to  the  value  of  the  education. 
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TABLE  1 


PATIENT  DEMOGRAPHIC  PROFILE,  PATIENT 
EDUCATION  CONSUMER  SURVEY 


Category 


Age: 

Under  AO  years  old  . 

Sex: 

Female . . . 

Race: 

White  . . . 

Black  . . . 

Sponsor: 

Active  Duty . .  .  .  .  . 

Enlisted  Man  . . . 

Officer  .  ....... 

Retired  ............. 

Patient : 

Spouse  ............. 

Sponsor . .  .  .  . 

Other  Dependent  . 

Patient’s  Occupation: 

Housewife  .  ....... 

Combat  Related  . 

Formal  Education: 

High  School  or  Less  .  . 

Marital  Status : 

Married  ............. 

Children . . . 

Patient /Health  Education 
Format: 

Via  Combination  of  Media  .  .  .  . 

Via  Television  .  . . 

Via  the  Physician  ........ 

Via  a  Health  Educator  .  . 

Via  a  Nurse . . 

Group  Lecture /Class  .  .  . 

Daytime  ............. 

With  Family  Present  ....... 


Percent  of 
Patient 
Population 

73 

53 

59 

30 

73 

64 

9 

20 

48 

46 

11 

31 
24 

69 

68 

60 


39 

22 

42 

34 

29 

64 

65 
81 


The  acceptance  of  the  patient  educator  does  not  appear  to  be  solely 
oriented  to  the  educator’s  profession.  Based  upon  the  consumer  survey, 
the  educator's  title  is  expected  to  have  an  influence  upon  the  patient 
during  the  patient -educator  initial  encounter.  However,  the  patient's 
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acceptance  of  the  patient  education  content  will  be  a  function  of  more 


than  the  patient’s  acceptance  of  the  educator's  title.  Influencing 


factors  will  include  the  educator's  professionalism,  the  format  of  the 


presentation,  and  the  educator’s  personality.  With  the  variety  of  pa¬ 


tient  populations  in  the  USACH's  catchment  area,  a  single  patient  edu¬ 


cation  protocol  or  format  may  not  be  capable  of  addressing  all  educa¬ 


tional  levels  adequately.  The  knowledge  levels  and  the  attention  spans 


of  the  different  educational,  age,  and  sociocultural  groups  are  ex¬ 


pected  to  vary.  Patient  education  protocols  must  be  flexible  in  order 


to  address  all  types  of  patients. 


With  respect  to  areas  where  patient  education  could  benefit  the 


patient,  the  areas  of  concern  or  worry  to  the  patient  are  similar  to 


the  concerns  of  the  staff.  The  patients’  interest  in  family-oriented 


community  education  reflects  their  perceived  needs  (common  childhood 


illnesses,  growth  and  development,  effect  of  lifestyle  upon  the  family, 


etc.).  If  a  patient  education  center  is  selected  as  the  optimal  feasi¬ 


ble  solution,  the  family -oriented  areas,  as  well  as  those  of  cancer, 


heart  disease,  diabetes,  and  hypertension,  should  be  among  the  first 


programs  developed . 


The  survey  of  the  potential  patients  (the  community)  was  not 


successful.  The  comments  as  presented  in  Appendix  E  do  not  reflect  a 


statistically  defensible  sample  population.  Several  factors  are  per¬ 


ceived  to  have  contributed  to  the  sampling  difficulties.  First,  the 


design  of  the  questionnaire  is  believed  to  have  been  too  long  and  too 


complicated  for  the  randan  voluntary  responses  desired.  When  Kucha  de¬ 


veloped  her  questionnaire ,  she  and  her  permanently  assigned  assistants 
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took  two  years  to  complete  the  entire  Patient  and  Community  Health  Edu¬ 
cation  Model.  The  typical  individual  that  was  approached  for  this 
USACH's  survey  did  not  wish  to  participate  in  any  survey.  Once  a  "vol¬ 
unteer”  was  into  the  survey  process,  he/she  often  expressed  confusion 
and  lack  of  understanding  to  the  seemingly  basic  questions.  As  such, 
the  average  survey  tine  was  over  ten  minutes  per  person.  The  surveyors 
expressed  concern  over  the  attention  span  of  those  surveyed  and,  thus, 
the  validity  of  their  answers.  If  this  or  any  other  researcher  is  to 
use  Kucha’s  or  any  other  study  as  the  basis  for  a  patient  education  sur¬ 
vey,  it  is  strongly  recommended  that  the  patient  and  the  community  ques¬ 
tionnaires  be  rewritten.  A  researcher  should  seek  only  that  information 
which  is  considered  absolutely  essential  for  the  success  of  the  project. 
Second,  the  questionraire  format  must  be  easily  understandable  to  those 
participating  in  the  survey.  For  example,  a  more  appropriate  format 
could  include  multiple  choice  for  objective  areas  and  a  Lickert  scale 
for  subjective  areas.  Even  though  the  validity  of  the  responses  is  ques¬ 
tionable,  they  are  presented  as  a  matter  of  interest  (Appendix  E) . 

In  an  attempt  to  gain  an  understanding  as  to  the  extent  to  which 
patient  education  is  being  documented  and  whether  or  not  the  patient 
understands  the  health  education  he/she  receives,  two  sets  of  medical 
records  were  audited  (Appendix  F).  The  first  set  of  records  was  a  ran¬ 
dom  sample  of  current  outpatient  charts.  Out  of  thirty  charts,  only 
eight  (26.7  percent)  documented  the  presentation  of  patient  education. 

Of  those  eight  docunented  presentations,  only  ore  chart  docunented  any 
patient  understanding  (i.e.,  "The  patient  verbalizes  an  understanding 
of  .  .  .  .”).  The  staff’s  opinion  is  that  the  actual  incidence  of 
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patient  education  and  the  patient's  understanding  of  that  education  is 

higher  than  indicated  by  the  audit.  This  is  substantiated  by  the  nurse 

surveyor  in  her  finding  in  the  recent  JCAH  accreditation  survey  that  the 

2 

staff  does  not  adequately  document  patient  education. 

Recognizing  the  variety  of  nonemergency  treatment  sessions  re¬ 
flected  in  the  outpatient  records  audit,  a  random  selection  of  diabetes 
mellitus  cases  was  chosen  for  audit.  Ihe  purpose  of  choosing  diabetes 
mellitus  cases  was  twofold:  First,  the  staff  has  expressed  through  in¬ 
terviews  that  diabetes  is  a  prime  example  of  where  patient  education  can 
improve  the  patient’s  understanding  of  his/her  disease  and,  thus,  the 
management  of  his/her  daily  care;  second,  diabetes  is  the  patient  educa¬ 
tion  area  which  the  voluntary  committee  chose  as  its  first  prototype . 

The  audit  showed  that  over  96  percent  of  the  inpatient  diabetes  cases 
received  some  fora  of  patient  education.  However,  only  20  percent  of 
the  diabetic  patients  who  received  patient  education  have  it  documented 
in  their  medical  records  that  they  verbalized  their  understanding  of 
the  patient  education  they  received.  Considering  the  need  to  gain  the 
staff's  support  and  cooperation,  the  choice  of  diabetes  mellitus  as  a 
prototype  appears  to  have  been  validated. 

Workload 

The  records  audit  described  above  highlights  the  difficulty  in 
an  objective  attempt  to  determine  or  predict  the  patient  education  work¬ 
load  .  In  interviews,  the  staff  indicated  the  amount  of  time  and  re¬ 
sources  to  be  committed  varies  among  specialty  areas.  For  example,  in 
the  ophthalmology  and  optometry  area,  the  staff  indicated  that  a  patient 


education  program  would  be  of  little  value.  In  other  areas,  the  nursing 
staff’s  subjective  and  perhaps  biased  predictions  as  to  the  amount  of 
time  the  nurse  spends  in  patient  education  ranged  from  20  to  75  percent. 
Kucha  predicated  her  study  upon  the  nurse  clinician  spending  approxi- 
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mately  40  percent  of  his/her  time  in  patient  education.  However,  in 
the  cost/benefit  analysis  of  her  study,  it  was  recommended  that  the  time 

4 

the  staff  spent  in  patient  education  be  validated. 

Based  upon  staff  interviews,  the  current  personnel  would  refer 
from  80  to  100  patients  per  day  (approximately  10  to  25  percent  of  the 
patient  encounters  per  day  in  the  treatment  setting)  to  a  patient  edu¬ 
cation  center .  The  range  of  referrals  would  be  a  function  of  the  pro¬ 
grams  available  and  the  level  of  the  staff’s  acceptance. 

Organizational  Structure 

The  current  trend  is  toward  a  patient  education  center  that 
utilizes  a  systems  orientation  in  the  education  of  the  patient.  Devel- 

5 

oping  systems  that  appear  successful  have  centralized  the  management 
responsibilities  of  the  patient  education  center  with  a  patient  educa¬ 
tion  coordinator.  In  such  programs,  specialists  within  the  hospital  are 
responsible  for  the  development  and  the  review  of  the  program  content. 
With  physical  space  at  a  premium  in  the  new  hospital,  those  patient  edu¬ 
cation  areas  which  are  susceptible  to  large  group  lectures  (i.e.,  pre¬ 
natal  care,  well-baby  clinic,  etc.)  may  have  to  remain  within  the  clinic 
setting.  The  scheduling  for  the  larger,  recurring  group  presentations 
would  be  dependent  upon  the  preplanned  availability  of  conference  and/or 
classroom  areas . 


Considering  the  influence  of  the  U.S.  Army  nurse  in  patient  edu¬ 
cation,  it  would  be  an  acceptable  alternative  to  orient  a  patient  educa¬ 


tion  center  as  a  nursing  function.  Such  a  department  or  office  could 
come  under  the  supervision  of  the  Nursing  and  Training  Division.  How¬ 
ever,  if  the  position  of  education  coordinator  within  the  MEDDAC  becomes 
a  full-time  position,  such  an  individual  could  assume  responsibility  for 
all  education  and  training  within  the  MEDDAC.  In  addition  to  patient 
education,  the  individual  in  the  educational  coordinator's  position  could 
be  responsible  for  continuing  medical  education  as  well  as  other  staff 
training  (to  include  military).  The  degree  of  centralization  and  the 
orientation  of  the  patient  education  center  will  be  dependent  upon  the 
desires  of  the  commander  and  the  acceptance  of  the  staff. 

Manpower 

Objective  predictions  as  to  manpower  requirements  become  diffi¬ 
cult  without  documentable  workload  predictions.  The  literature  and  the 
pregram  at  the  Landstuhl  Army  Regional  Medical  Center  indicate  a  three - 
person  manpower  requirement  for  a  medium-eized  hospital -based  patient 
education  program:  two  patient  education  coordinators  with  th-  neces¬ 
sary  secretarial  support.6  If  one  accepts  Kucha's  contention  that  ap¬ 
proximately  40  percent  of  a  nurse  clinician's  time  is  spent  in  patient 
7 

education,  one  could  extend  that  as  the  basis  to  calculate  the  gross 

manpower  savings  of  a  patient  education  center.  An  extension  of  the  1 

i 

nurse  clinician's  involvement  would  be  that  the  clinic/ward  nurse  who 

assunes  primary  responsibility  for  the  patient  education  within  his/her  J 

clinic/ward  area  would  spend  approximately  40  percent  of  his/her  time  \ 

t 

I 


in  patient  education.  With  few  modifications,  the  staff  supports  the 
40  percent  hypothesis.  It  is  understood  that,  under  patient  education 
(centralized  or  decentralized),  the  individual  staff  members  will  con¬ 
tinue  to  provide  some  level  of  patient  education.  With  40  percent  of 
one  individual's  time  being  equivalent  to  a  .4  man-year,  the  initial 
gross  calculations  of  manpower  savings  suggest  the  need  for  serious 
consideration  of  the  patient  education  center  concept  (see  Table  2). 

For  the  purpose  of  this  calculation,  the  secretarial  requirement  is  not 
included.  If  a  patient  education  center  becomes  a  reality  in  the  new 
facility,  secretarial  support  is  expected  to  be  provided  by  centrally 
located  personnel  who  serve  several  co-located  activities . 

TABLE  2 

MANPOWER  SAVINGS 


Treatment/Specialty 


Manpower  Requirement 
(In  Man-Years) 


Medicine  ........  .  .4 

Surgery 

General . .2 

Orthopedics . .  .2 

OB/GYN .  .4 

Pediatrics .  .4 

Family  Practice  Service 

Clinic  No.l...,. . .  .4 

Clinic  No.  2 . .4 

Troop  Medical  Clinics . *  .  .4 

Clinical  Dietetics  .  .4 

Other  Clinics  .  .........  .4 

TZ 

Less  Minimum  Suggested  Staff .  -2.0 


2.4  Man-Year  Savings 


Equipment 


Equipment  requirements  for  a  patient  education  center  will  vary 


according  to  management's  preference  as  to  the  types  of  equipment  it 
believes  to  be  the  most  efficient  and  the  most  effective.  While  Kucha 
suggests  a  program  oriented  toward  the  videotape  cassette  player,  other 
programs  prefer  less  expensive  equipment .  A  problem  which  is  perceived 
to  be  of  real  potential  is  the  limiting  of  a  program  in  its  equipment 
and  resources.  When  a  program  restricts  itself  to  one  type  of  audio¬ 
visual  equipment,  it  has,  in  effect,  confined  itself  as  to  the  number 
and  the  types  of  program  it  can  utilize  from  outside  resources .  For 
instance,  if  a  program  limits  itself  to  only  a  videotape  cassette  player 
for  its  audiovisual  assistance,  the  program  is  restricted  to  only  those 
types  of  programs  which  are  available  on  videotape  cassettes.  Not  all 
video  prqgrams  are  available  on  videotape  cassettes;  some  programs  are 
available  only  on  film  strip  players,  same  on  16mm  film,  etc.  Due  to 
the  depth  of  the  spectrum  of  medical  care  and,  thus,  patient  education, 
patient  education  programs  can  be  purchased  or  made  in  a  variety  of 
audiovisual  formats. 

If  funding  is  available,  a  well-balanced  program  would  provide 
the  opportunity  for  the  greatest  variety  of  quality  patient  education. 
The  use  of  a  balanced  program  is  supported  by  the  staff's  and  the  pa¬ 
tients'  responses  in  their  respective  surveys.  Remembering  the  need  to 
gain  the  support  and  the  cooperation  of  the  staff  and  the  acceptance  of 
the  patients,  a  well-balanced  audiovisual  program  would  have  an  advan¬ 
tage  over  a  program  that  is  oriented  toward  a  single  type  of  audiovisual 
assistance . 

A  list  of  the  specific  audiovisual  equipment  requested/recom¬ 
mended  by  the  patient  education  coordinator  is  attached  as  Appendix  G. 


[Tvmmi 


For  the  purpose  of  this  study,  the  audiovisual  equipment  listed  is  for 
informational  purposes  only.  With  the  task  of  determining  the  audio¬ 
visual  requirements  (actual  needs,  brands,  prices,  etc.)  being  the  re¬ 
sponsibility  of  the  patient  education  coordinator,  any  evaluation  or 
decisions  relative  to  that  equipment  should  consider  the  patient  edu¬ 
cation  coordinator’s  evaluation  of  that  equipment  requirement.  The 
patient  education  coordinator’s  decision  process  relative  to  the  spe¬ 
cific  audiovisual  requirements  was  not  a  part  of  nor  an  objective  of 
this  study.  Office  equipment  will  be  a  function  of  the  physical  space 
allocated.  As  such,  the  requirements  will  be  addressed  in  the  next 
section. 


As  with  manpower  and  equipment,  physical  space  requirements  are 
difficult  to  predict  in  the  absence  of  objective  workload  predictions. 

As  such,  an  acceptable  alternative  is  to  modify,  as  required,  that  which 
has  been  successful  for  someone  else .  For  a  patient  education  center 
in  the  new  hospital,  Kucha's  recorrmendation  as  to  the  physical  space  and 

g 

the  nonaudiovisual  equipment  would  be  adequate.  However,  interviews 
with  the  staff  indicate  their  desire  to  modify  Kucha's  basic  recommenda¬ 
tion  by  adding  a  small  room  suitable  for  individual  (private)  counseling. 
A  general  diagram  and  equipment  list  (nonaudiovisual)  are  attached  as 
Appendix  H.  The  total  footage  requirement  approximates  770  square  feet 
(see  Table  3). 


Program  Development 


Whether  one  pursues  a  centralized  or  a  decentralized  approach 
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TABLE  3 


PHYSICAL  SPACE  REQUIREMENTS 


Square 

Feet 


Patient  Education  Center 


Room  for  Individual  Counseling 

Storage  . 

Office  of  Coordinator  .... 


TOTAL 


to  patient  education,  Idle  development  of  the  individual  programs  should, 
for  the  purpose  of  economy  and  efficiency,  follow  a  systematic  approach. 

Q 

A  modification  of  the  approach  designed  by  Kucha  is  presented  in  Fig¬ 
ure  1.  The  basis  of  such  an  approach  is  that  one  identifies  the  desired 
programs,  defines  the  objectives  and  the  measurement  criteria,  compares 
existing  programs  with  in-house  capabilities,  and  selects  the  best  al¬ 
ternative  . 

As  resources  became  available,  programs  should  be  developed  or 
purchased  according  to  a  priority  established  by  the  patient  education 
coordinator  and  the  CHEP  and  approved  by  the  commander.  The  involvement 
of  the  staff  in  the  development  of  programs  specific  to  members’  spe¬ 
cialty  areas  is  expected  to  facilitate  their  acceptance  of  the  patient 
education  concept  and,  thus,  of  a  patient  education  center.  While  the 
voluntary  subcommittee  of  CHEP  is  expected  to  be  effective,  it  is  phy¬ 
sically  limited  and  cannot  be  expected  to  develop  an  entire  program. 


Staff  and  Community  Education 


As  referenced  earlier,  two  important  aspects  of  a  total  patient 


1 


Kfl 

1*1*1 


.ilMI 


TJ 

TJ 

o) 

0) 

a 

Ch 

•rH 

•H 

03 

0 

5 

a> 

Q 

OP 

33 

a 

CJ 

p 

c 

>H 

k— * 

\ 

CD 

E~l 

M 

(X 

« 

•a  x) 

55 

5 

« 

Cm 

Cm 

_] 

Q  Q 

P 

£4 

5 

O 

M 

O 

O 

a  a  a 

CJ 

rH 

CO 

\ 

\ 

CO 

0 

M 

DU 

Z 

oQ  bp 
0}  0} 

bO 

z 

Cl, 

a. 

CL. 

CL, 

P-i 

CU 

04 

> 

co 

z 

g 

g 

•H 

0 

gg 

g 

Cl]  Ci] 

z  z 

gg 

^g 

5 

o 

Cl 

o 

555 

o 

CJ 

C  3 

o 

CJ 

CJ 

C  3 

o  o 

a. 

\ 

\ 

\ 

\ 

\ 

V. 

N 

\ 

•rH  \ 

s 

CO 

CJ 

CJ 

CJ 

CJ 

CJ 

CJ 

CJ 

CJ 

C  J 

XJ  CJ 

0 

M 

Ci] 

w 

in  m 
<d  <5 

0 

Cl] 

Ci] 

Cl] 

Ci] 

ro 

w 

Ci] 

a 

PC 

z 

a* 

< 

tu 

CL. 

CL, 

z 

z 

CU 

Z 

bO 

o 

a 

z 

a 

w> 

o 

a 

o 

.3 

•H 

P 

9 

•3 

45 

■3 

0 

O 

0 

a 

•T"* 

3 

a 

CD 

X 

w 

rH 

s 

> 

8 

0 

0 

.a 

a 

p 

03 

01 

u 

03 

P 

0 

a 

0) 

§  5 

CD 

•rH 

IU 

0 

"3 

•k 

O 

3 

•rH 

g  '5 

§ 

0 

>» 

a 

i — 1 

P 

a 

Z 

a 

a 

o 

0 

m 

§p  o 

O  <p 

p 

a 

CCS 

o 

P 

a 

0— c 

CD 

0 

0 

<d 

03 

0 

a 

o 

1 

CO  S 

C.  •O 

e  >.< 

rH 

0 

•H 

•H 

1 

0 

0-  x> 

0)  CO 

■W 

O. 

8 

a 

•H 

P 

rH 

>  cd 

o 

45 

*—N 

X) 

a 

•H  *H 

a’z 

03  TS 

m 

a 

0 

>1 

cL 

>,  a 

a 

• 

45  Ch 

>.  CD 

c 

o  z 

a 

B 

o 

3 

bO 

O  0 
0  P 

•H  O 

CO  C 

3 

0 

0 

o 

o 

T3 

•rH 

P 

c-31 

a 

01 

0 

9 

CJ 

0  P 

CJ 

z 

z 

•O  *H 

■3  § 

of)  0  <C 

03  ttJ 

XI  a 

0 

O  03 

o 

J 

0 

•k 

0  P 

a 

.a 

o  u 

X  03 
Cz]  i-i 

£ 

d  5 

a 

\ 

*» 

c> 

a 

o  a 

o 

P 

a 

a 

CL, 

a 

0 

o 

0  0 

•H 

rH 

o 

Cm  <m 

U 

CJ 

o 

o 

z 

•H 

S  £ 

P 

0 

•H 

p 

0) 

•H 

°  °  O  5  8P  S  O 

CJ 

o 

•H 

P 

0) 

•3 

P 

a 

0 
0  rH 

0) 

CJ 

5 

H 

o 

0) 

4-5  45 

a  g 

a 

p 

•H 

P 

U 

<c 

0 

<  a. 

3 

Z 

0 

>, 

a  c 

Z 

a  § 

P 

o 

CD 

T3 

>> 

rH 

g  i 

Q.  Q. 

o  o 

■3 

X 

a 

•k 

rH 

0 

w 

P 

a 

fjj 

5 a 

•H 

P  rH 

M  *H 
P 

O' 

1 - 1 

o 

a 

o 

a 

> 

Cz] 

1  a 

p 

•rH 

C 

CD 

5 

PC 

<c 

O  O 

<d  0  *h 

a  eg 
bO  3 

Cl] 

a 

CJ 

•H 

<c 

0  0 

a 

3 

M 

u 

rH  rH 

3  -H 

P 

bO 

•3 

rH 

a  a 

•3 

2 

0 

r> 

•H 

js; 

CD  0) 

rH  P 

•3 

•H  i — 1 

X! 

•H 

m 

p 

a 

bQ  bO 

£ 

n 

a 

0} 

>  > 

CCS  "H 

03  3 

P 

0 

p 

> 

0 

o  o 

P 

o 

c 

w 

o 

m 

55 

>  C 

X 

5  w 

•H 

Cl) 

0 

Cl) 

o 

•rH 

a  a 

0 

V 

1 

a. 

o 

PC 

H 

H 

Ci]  M 

Ci] 

3 

a 

CJ 

PC 

u 

(u 

z  z 

z 

CJ 

1 

1 

I 

• 

• 

•  • 

•  • 

•  • 

• 

• 

• 

• 

• 

• 

CJ  Cl] 

PC 

f— J 

<\J 

ro  <r 

in  vo 

r—  co 

CTv  O 

rH 

c\j 

ro 

<r 

w  z 

Q 

rH 

rH 

rH 

rH 

rH 

z 

o 

CJ 

I ■  »  }«,  v,  i*. 


♦  4  i 


j  *  i,«  k>  |j  u>'f .y  ji g»j|* ui 1  /«' .tt 


32 

education  program  include  (1)  education  of  the  staff  and  (2)  education 
of  the  community In  addition  to  their  continuing  medical  education, 
inservices,  etc.,  staff  members  must  be  kept  abreast  of  the  total  pro¬ 
gram.  This  includes  familiarity  with  the  program  contents  and  capabili¬ 
ties  as  well  as  familiarity  with  any  protocol  or  lesson  plan  with  which 
the  staff  is  associated. 

The  individual  members  and  the  collective  staff  must  be  aware  of 
and  teach  from  an  accepted/approved  protocol  or  lesson  plan.  Without 
that  assurance,  the  patient  education  effort  will  continue  to  be  a  col¬ 
lection  of  decentralized  programs.  Inefficient  and  uneconomical  opera¬ 
tion  of  such  fragnented  programs  would  drain  resources  which  could  be 
directed  toward  higher  priority  programs . 

Community  education  can  be  as  inventive  as  the  patient  education 
coordinator,  the  CHEP,  and  the  commander  wish  it  to  be.  Utilization  of 
the  post  paper  to  publicize  the  available  programs  would  be  a  minimum.  A 
community  education  program  does  not  have  to  be  limited  to  an  annual  re¬ 
tiree's  day.  Virtually  all  types  of  media  and  marketing  efforts  can  be 
explored  in  an  effort  to  reach  the  conmunity.  Post  paper,  command  let¬ 
ters,  post  television,  and  local  radio  ;ould  be  utilized  to  publicize 
overall  as  well  as  specific  parts  of  the  patient  education  program. 
Community  programs  could  provide  scheduled,  recurring  disease -specific 
screenings.  TELMED  or  a  similar  program  could  discuss  selected  topics. 

A  coordinated  community  education  effort  could  address  a  specific  topic 
or  program  on  a  recurring  basis.  For  instance,  April  could  be  cancer 
month;  May,  diabetes  month;  June,  hypertension  month,  etc.  The  topics 
which  are  addressed  in  the  media  should  include  the  areas  the  patients 
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as  well  as  the  medical  staff  wish  to  be  addressed.  The  staff's  and  the 
patients'  responses  to  their  respective  questionnaires  address  multiple 
areas  of  concern. 

Alternatives 

The  criteria  used  to  compare  and  contrast  the  alternatives  are, 
for  the  most  part,  oriented  toward  the  resources  requirements  of  patient 
education:  workload,  the  level  or  the  amount  of  patient  education  the 
staff  could  be  expected  to  accomplish  under  the  system  (alternative)  in 
question;  manpower,  the  staffing  or  personnel  requirement  for  the  system 
(alternative)  in  question;  equipment,  the  audiovisual  and  the  furniture 
requirements;  and  physical  space,  the  square  footage  or  room  require¬ 
ments.  A  fifth  criterion  used  in  the  comparison  is  quality:  a  subjec¬ 
tive  evaluation  of  the  system  (alternative)  in  question  or  of  individual 
patient  education  programs. 

A  simple  comparison  of  the  alternatives  is  presented  in  Figure  2. 
The  criteria  measurements  use  the  current  situation  a3  a  base.  It  must 
be  stressed  that  the  success  of  any  one  of  the  alternatives,  to  include 
the  current  situation,  is  totally  dependent  upon  the  acceptance,  the 
support,  and  the  cooperation  of  the  staff. 

The  current  situation  (alternative  one~no  change)  represents  a 
misuse  of  resources.  For  instance,  the  staff  has  identified  a  rr .  jor 
problem  in  that  it  carrot  accomplish  what  it  perceives  as  essential. 
Another  example  of  misuse  of  resources  is  the  development  of  similar 
patient  education  prcgraras  by  the  personnel  of  two  or  more  clinic.  / 
wards.  An  example  is  the  prenatal  programs  currently  utilized  in  the 


OB/GYN  and  the  Family  Practice  clinics.  Independent  of  one  another, 
these  particular  clinics  have  formulated  their  programs  and  obtained 
their  cwn  resources  (duplication  of  manpower  and  equipment).  With  re¬ 
spect  to  the  content  of  the  current  patient  education  programs,  tne 
first  alternative  has  not  allowed  for  a  quality  control  mechanism. 
Protocols  have  not  been  developed.  There  is  no  assurance  that  differ¬ 
ent  educators  present  the  same  information  to  the  patients.  The  indi¬ 
vidual  program  may  or  may  not  provide  quality  patient  education.  If 
it  does,  the  fact  is  not  documented.  If  it  does  not,  the  staff  pre¬ 
senting  the  substandard  patient  education  may  or  may  not  be  aware  of 
any  deficiencies.  If  the  staff  is  not  aware,  it  cannot  be  expected  to 
make  the  necessary  changes  to  improve.  Considering  the  deficiencies 
outlined  above,  the  first  alternative  is  not  acceptable. 

Initially,  alternative  two,  an  immediate  change  to  a  patient 
education  center,  may  appear  to  be  an  economically  wise  move.  It  is 
true  that,  as  with  the  third  alternative  (gradual  change),  the  second 
alternative  can  economically  utilize  equipment,  manpower,  and  physical 
space  resources.  However,  the  staff  cannot  immediately  produce  a  total 
patient  education  system.  If  the  establishment  of  a  patient  education 
system  were  to  be  imnediate,  there  would  have  to  be  a  wholesale  purchase 
of  existing  programs.  Besides  being  expensive,  existing  programs  may 
or  may  not  be  adaptable  to  this  USACH’s  patient  education  objectives. 
Without  the  opportunity  to  personalize  its  involvement,  the  staff  may 
not  readily  accept  outside  programs.  Immediate  change  runs  a  high  risk 
of  staff  resistance.  There  are  several  psychological  roadblocks  to 
change:  need  for  familiarity,  need  for  order,  need  for  minimum  risk, 
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and  need  to  conform.^  Immediate  change  may  not  allow  the  staff  the 
opportunity  to  be  flexible;  therefore,  it  may  not  adapt  to  new  re¬ 
quirements.  Considering  the  potential  problems  with  the  staff  accept¬ 
ing  immediate  change,  the  second  alternative  is  not  acceptable. 

As  with  the  alternative  outlined  above,  alternative  three 
(gradual  change)  can  economically  utilize  equipment,  manpower,  and 
physical  space  resources.  The  difference  between  alternatives  two  and 
three  is  that  the  progress  of  the  third  alternative  would  parallel  the 
staff’s  acceptance  of  the  program.  Under  this  alternative,  resources 
(other  than  the  initial  investment  in  physical  space)  would  not  be  ex¬ 
pended  without  the  necessary  staff  acceptance.  As  with  the  second 
alternative,  a  quality  control  measure  (protocols)  is  a  manadatory  part 
of  the  third  alternative.  If  protocols  were  developed  and  used,  they 
would  be  the  mechanism  to  insure  that  different  staff  members  provided 
the  sane  patient  education  every  time  it  was  presented.  Considering 
the  advantages  of  predicating  the  progress  of  a  patient  education  sys¬ 
tem  around  the  staff’s  acceptance,  support,  and  cooperation,  the  third 
alternative  is  the  best  choice. 

Footnotes 

XKucha ,  HSCD  Report  No.  79 -001 -A. 

2 

Letter,  JCAH,  op.  cit. 

^Kucha,  HSCD  Report  No.  7 9-001 -E,  p.  ii. 

^Ibid.,  p.  3. 

5 

Letter,  Srsic-Stoeher ,  op.  cit. 

6Ibid . 
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Kucha,  HSCD  Report  No.  79-001 -E,  p.  3. 

®Kucha,  HSCD  Report  No.  79-001-D,  PP.  141-56. 

%ucha,  HSCD  Report  No.  79-001-B,  p.  3. 

^Kucha,  Prodromus . 

11 Jay  Hardman,  Assistant  Professor,  "The  Health  Care  Adminis¬ 
trator’s  Role  as  a  Change  Agent,”  lecture  delivered  before  class,  U.S 
Army-Baylor  University  Graduate  Program  in  Health  Administration, 
Academy  of  Health  Sciences,  Ft.  Sam  Houston,  Texas,  January  18,  1979. 
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CHAPTER  III 


CONCLUSIONS 


Patient  education  in  this  U.S.  Army  Community  Hospital  has  been 
traditionally  decentralized.  The  success  or  failure  of  patient  educa¬ 
tion  has  rested  upon  the  individual  initiative  of  the  physician  and  the 
nurse.  With  a  fragmented  system,  the  efficiency  of  the  education  pre¬ 
sented  and  the  economy  of  the  resources  necessary  to  present  that  edu¬ 
cation  have  not  been  an  integral  part  of  the  decision  process  with  re¬ 
gard  to  the  development  of  patient  education  programs. 

A  review  of  the  literature  established  a  trend  toward  the  pa¬ 
tient  education  center.  Acceptance  of  change  in  the  patients’  treatment 
regimens  is  not  expected  to  be  inmedia te  if  the  staff  sees  such  a  change 
as  a  threat  to  itself  or  the  patients.  In  the  development  of  a  patient 
education  program,  the  attending  physician  needs  to  be  reassured  that 
he  will  retain  control  of  the  patient  and  that  the  education  given  will 
be  that  which  is  prescribed  by  the  physician.  Gaining  the  support  and 
the  cooperation  of  the  staff  is  seen  as  the  critical  factor  in  the 
establishment  of  a  patient  education  center. 

The  objective  documentation  of  workload  normally  required  be¬ 
fore  the  expenditure  of  resources  in  the  support  of  a  self -genera ted 
mission  was  missing.  The  analysis  contained  within  this  paper  is,  for 
the  most  part,  the  subjective  evaluation  of  this  researcher  and  the 
staff.  In  the  absence  of  fact,  decisions  must  be  made  based  upon  logi¬ 
cal  deductions  from  that  information  which  is  available. 
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A  planned,  well -organized  patient  education  center  that  uti¬ 
lizes  a  systems  approach  will  benefit  the  hospital,  the  staff,  and  the 
patients.  A  systems  approach  to  patient  education  will  improve  the  pa¬ 
tients*  level  of  learning  with  respect  to  the  patients’  basic  knowledge 
of  disease  or  injury  and  the  management  of  that  health  problem. 
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CHAPTER  IV 

RECOMMENDATIONS 

If  the  information  presented  in  this  problem-solving  project 
is  to  be  referenced  in  the  development  of  a  patient  education  center 
for  another  hospital  or  if  a  cost/benefit  analysis  of  a  patient  educa¬ 
tion  center  at  this  USACH  is  pursued,  it  is  recommended  that: 

1.  The  validity  of  the  assumption  that  the  staff  of  the  average  clinic/ 
ward  spends  an  equivalent  of  .4  man-year  in  patient  education  be 
established. 

2.  The  consumer  and  the  community  questionnaires  be  redesigned  to  re¬ 
quest  only  essential  information  in  an  easy-to-understand  format. 

With  respect  to  patient  education  at  the  USACH,  it  is  recom¬ 
mended  that  the  commander  approve  the  development  of  a  total  patient 
education  system,  i.e.,  patient  education  center,  staff,  and  community 
education.  It  is  further  recomnended  that  such  a  program  be  initiated 
immediately  with  a  completion  date  to  correspond  to  the  occupancy  of 
the  new  hospital  (scheduled  for  October,  1982).  Other  specific  recom¬ 
mendations  include: 

1.  Establishment  of  a  priority  listing  of  patient  education  programs 
to  be  purchased  or  deve loped . 

2.  Review  of  existing  programs  which  are  compatible  with  this  USACH’s 
objectives  and  are  available. 

3.  Acquisition  of  staff  support  and  cooperation  through  personal  in¬ 


volvement. 


4.  Selection,  coordination,  and  development  of  task  topics  by  spe¬ 
cialty  or  hospital  area. 

5.  Development  of  individual  patient  education  programs  via  a  systems 
approach . 

6.  Formulation  of  protocols/lesson  plans  for  all  USACH,  Ft.  Polk, 
patient  education. 

7.  Inclusion  of  physical  space  and  equipment  requirements  (Appendix 
H)  for  a  patient  education  center  in  the  outpatient  area  of  the 
new  hospital  (i.e.,  design  changes,  etc.). 

8.  Purchase  of  audiovisual  equipment  after  review  and  approval  of  the 
patient  education  coordinator’s  recommendations  (Appendix  G). 

9.  Development  of  staff  education  programs  to  include  information 
briefs  as  to  the  purpose  and  the  capabilities  of  the  patient  edu¬ 
cation  center. 

10.  Formulation/purchase  of  community  education  programs  as  outlined 
in  the  Discussion  (i.e.,  calendar  of  programs,  TELMED,  etc.). 
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DEFINITIONS  3 

1 

l 


Community  Education  -  Dissemination  of  health  and  preventive  medicine 
information  to  the  population  served  and  the  persuasion  of  that  popula¬ 
tion  to  seek  specific  education  they  need  to  regain  or  maintain  a  healthy 
state. 

Organizational  Structure  (formal)  -  Lines  of  responsibility  that  define 
roies  and  functions  of  those  personnel  involved  in  the  education  of  the 
patient,  the  community  and  the  staff. 

Patient  Education  -  Any  activity  planned  for  the  purpose  of  improving  an 
individual  patient  or  group  of  patients'  knowledge  and/or  behavior,  with 
the  goal  of  regaining  or  maintaining  a  healtjiv  state. 

\ 

Patient  Education  Center  -  The  organizational  structure  through  which 
patient  education  is  accompl i shed. 

Patient  Workload  -  Number  of  equivalent  patient  encounters  per  day  (clinic 
visit  *  one  work  unit  *  one  inpatient). 

Staff  Education/Training  -  Health  education  of  the  staff  that  includes 
their  multidisciplinary role  in  the  education  of  the  patient  and  the 
community  as  well  as  the  maintenance  of  their  professional  skills. 
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WHY  DEVELOP  A  PLANNED  PATIENT  EDUCATION  PROGRAM 


PERSPECTIVE  REASONS 

Accreditation  Planned  patient  education  programs  provide  a  means 

to  meet  the  patient  education  criterion  outlined 
by  the  Joint  Commission  on  Accreditation  of  Hospitals. 

Legal  Planned  patient  education  programs  provide  a  means 

for  helping  to  meet  the  health  care  institution's 
criteria  for  informed  consent  and  helping  to  protect 
the  institution  from  subsequent  liability. 

Professional  Planned  patient  education  programs  assist  the  health 

care  professional  ‘in  meeting  his  responsibility  for 
providing  patient  education  as  an  integral  part 
of  care,  as  defined  in  professional  practice  acts. 

Management  Planned  patient  education  programs  help  the  institu¬ 

tion  use  its  limited  resources  of  staff,  equipment, 
space,  and,  especially,  dollars  more  efficiently. 

Planned  patient  education  programs  can  result  in 
more  effective  health  care  service,  specifically 
accomplishing  (see  bibliography): 

Determination  of  essential  information  for  patients. 

Assurance  of  consistency  of  information  to 
patients  and  their  families. 

Inclusion  of  appropriate  members  of  the  health 
care  team  in  determining  and  carrying  out  educa¬ 
tional  objectives. 

Clarification  of  educational  experiences  that 
physicians  can  rely  on  for  their  patients. 

Total  hospital  Planned  patient  education  programs  can  result  in: 

Improved  care. 

Better  utilization  of  hospital  resources. 

Fewer  readmissions  to  inpatient  facilities  and 
shorter  lengths  of  stay. 
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Why  Develop  a  Planned  Patient  Education  Program  (Continued) 


PERSPECTIVE 


Patients 


REASONS 

Community  support  for  the  hospital. 

Increased  staff  communication  and  satisfaction. 

Planned  patient  education  programs  offer  a  means 
to  obtain  information  that  can  better  equip 
patients  to  make  decisions  and  carry  out  behaviors 
that  safeguard  their  well-being  and  permit  them 
to  meet  their  own  health  care  needs. 

Planned  patient  education  programs  help  ensure  that 
the  patient  receives  correct,  nonconflicting  informa¬ 
tion  from  each  staff  person  involved,  that  is,  the 
patient  experiences  continuity  of  the  educational 
component  of  care. 

Planned  patient  education  programs  provide  a  means 
to  meet  the  educational  needs  of  patients  included 
in  A  Patient's  Bill  of  Rights. 


SOURCE:  Implementing  Patient  Education  in  the  Hospital ,  American 
Hospital  Association,  Chicago,  TTlinois,  1979,  p  41-2 
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DISPOSITION 

FORM 
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Professional  Staff  Assessment  Patient  Education  Center, 

AFZX— MED-XO 

US  Army  Community  Hospital,  Fort  Polk,  LA  71*159 

Admin  Resident 


1.  Please  complete  and  return  CMT  2  to  the  undersigned. 


DATE  CMT  t 

MAJ  Williams/jr/2272 


2.  Hie  purpose  for  gathering  this  information  is  to  provide  a  base  line  as  to  the 
professional  staff's  assessment  of  patient  education  as  it  is  being  practiced  and 
how  you  feel  it  should  be  practiced.  Hie  utilization  of  this  information  will  be 
oriented  toward  the  current  facility  as  well  as  the  new  facility.  Hie  Community 
Health  Education  Program  (CHEP)  Committee  and  MAJ  Linda  Scott  are  currently  directing 
their  energies  toward  the  development  of  a  patient  education  center  to  be  utilized 
today  within  the  current  hospital  corrplex.  Hie  initial  site  for  this  center  is  in 
the  Outpatient  Clinic.  As  for  the  development  of  individual  patient  and  comnunity 
education  programs,  several  individuals  are  donating  a  significant  portion  of  their 
own  time  to  assist  MAJ  Scott.  Their  efforts  can  only  be  assisted  by  the  information 
you  provide. 

3.  With  respect  to  the  new  facility,  a  patient  education  center  or  area  was  not 
included  in  the  original  design.  If  your  responses  indicate  the  need  for  such  an 
area,  design  changes  will  be  requested. 

4.  Hie  results  of  your  assessment  and  a  patient  questionnaire  will  be  available  upon 
request.  Please  direct  any  questions  to  any  of  the  individuals  listed  below: 

Dr.  Paul  Helsen,  Family  Practice  Clinic  #1,  Bldg.  516,  Ext  28l^ 

MAJ  Linda  Scott,  R.N.,  Outpatient  Clinic,  Bldg.  733,  Ext  7083 

MAJ  John  A.  Williams  II,  MSC,  Admin  Resident,  Bldg  73**,  Ext  2272 


JOHN  A.  WILLIAMS  II 
Major,  MSC 

Administrative  Resident 


REPLACES  DO  FORM  N,  EXISTINO  SUPPLIES  OP  WHICH  WILL  BE 
ISSUED  ANO  USED  UNTIL  I  PER  SS  UHL  ESS  SOOHER  EXHAUSTED. 
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AFZX-MED- 

SUBJECT:  Professional  Staff  Assessment  Patient  Education  Center,  US  Army 
Community  Hospital,  Fort  Polk,  LA  71459 

TO  MAJ  Williams  FROM  DATE 

Admin  Resident 

1.  Types  of  patient  education  being  done: 


CMT  2 


2.  Methods  used: 


3.  Identify  the  areas  of  repetition  in  patient  education. 


4.  Types  of  patient  education  (information  and  management)  identified,  but  do  not 
have  time  to  discuss  with  patients. 
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AFZX-MED- 

SUBJECT:  Professional  Staff  Assessment  Patient  Education  Center,  US  Army 
Community  Hospital,  Fort  Polk,  LA  71459 

5.  Are  there  any  resources  (Human  or  Technological)  you  would  like  to  have  assist 
you  in  this  area? 


6.  Name  two  patient  education  areas  that  are  of  greatest  need  in  the  following 
categories : 

Chronic  medical  conditions 


Selected  middle  management  problems  in  OB/GYN,  Pediatrics,  Surgery 


Acute  minor  illnesses 


Community  Health 
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PROFESSIONAL  STAFF  ASSESSMENT 
PATIENT  EDUCATION 

US  ARMY  COMMUNITY  HOSPITAL,  FORT  POLK,  LA 

TYPES  OF  PATIENT  EDUCATION  BEING  DONE: 

In-Patient  Teaching 
General  Categories 

Acute  Minor  Illnesses  * 

Common  Illnesses 

Medical  (medications,  diet,  etc) 

Diabetes  Mellitus 
Hypertension 
Cardiac  Rehabilitation 
Asthma 

Chronic  Disease  (disease  specific) 
Hepatitis 

Neuro  Muscular  Disorders 
Gl/Ulcer 
Pediatrics 

Diabetes  Mellitus 

Hypertension 

Asthma 

Chronic  Disease  (disease  specific) 
Hepatitis 

Neuro  Muscular  Disorders 
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GI/Ulcer 

Inmunizations 

Surgical  (medications,  diet) 

Pre-op  Teaching 

Surgical  Procedures  (procedure  specific) 

Head  Injuries 
Breast  Exam 
Orthopedic 

v 

Care  of  Sprains 
Cast  Care 

Exercise  to  Increase  Joint  Range  (physical  therapy) 

Crutch  Walking  (physical  therapy) 

Speech  Therapy  (occupational  therapy) 

Explanation  of  learning  disability  (occupational 

therapy) 

OB/GYN  (medications,  diet) 

Routine  Mother/Baby  Care 
Prenatal  Classes 
Postpartum  Classes 
Birth  Control  Counseling 
Self  Breast  Exam 
Ambulatory  Care,  Non-Emergency 
General  Categories 

Acute  Minor  Illnesses 
Common  Illnesses 
Medical  (medications,  diet) 

Diabetes  Mellitus 
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Hypertension 

Obesity 

Cardiac  Rehabilitation 

Chronic  Disease  (specific) 

Asthma 

Gl/Ulcer 

Inmunizations 

Arthri ti s 

Chemotherapy 


Pediatrics 

Inmunizations 
Well  Baby  Development 
Newborn  Care 
Child  Care 

Surgical  (medications,  diet) 

Breast  Exams 
Pre-op  Counseling 
Post-op  Counseling 
Orthopedics 

Care  of  Sprains 
Cast  Care 

Exercise  to  Increase  Joint  Range  (PT) 
Crutch  Walking  (PT) 

Speech  Therapy  (OT) 

Explanation  of  Learning  Disability  (OT) 


OB/GYN  (medications,  diet) 

Prenatal  Classes 
Mother/Baby  Classes 

Birth  Control  Counsel ing/Diaphram  Fittings 
Planned  Parenthood 
Self  Breast  Exam 
Dietary  Service 

Disease  Specific 

x 

Obesity 

Psychiatric 

Behavioral  Problems 
Psycho-Social  Problems 
Management  of  Stress 


CURRENT  METHODS  USED 


%  OF  RESPONSES 


Individual  Counsel ing/Instruction  76% 

Group  Counseling/Lecture  70% 

Printed  Materials  63% 

Audio  Visual  Aids  (slides,  flip  charts, 

models,  etc)  37% 

Referral  to  Outside  Clinics  9% 


.it  »; 
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RESOURSE  ASSISTANCE 
Videotapes 
Printed  Materials 
Models 


Additional  Personnel 

(l.e.,  clerical,  nursing,  patient  education 
counselor,  etc) 

Addition  Space 

(l.e.,  patient  education  center) 


%  OF  RESPONSES 


^  >v'4 


Hnnumnram 
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CURRENT  AREAS  OF  REPETITION 


General 

Medication  Administration 
Immunizations 

Medical 

Diabetes  Headaches 

Hypertension  INH  Prophlaxis 

Low  Back  Pain  Weight  Loss 
Pediatrics 

Routine  Mother/Baby  Care 
Well  Baby  Development 

Surgical 

Post-op 

Orthopedics 

Crutch  Walking 
Care  of  Sprains 
OB/GYN 

Vaginitis 
Prenatal 
Birth  Control 
Clinical  Dietetics 

Disease  Specific  Counseling 
Infant  Nutrition 


J' 
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PATIENT  EDUCATION  IDENTIFIED, 

BUT  DO  NOT  HAVE  ENOUGH  TIME  TO  DISCUSS  WITH  PATIENTS 


GENERAL 


MEDICAL 


Coping  with  adolescents 
Medication  administration 
Common  ill  nesses/diseases 
Changing  life  style 


Arthritis 

Diabetes 

High  blood  pressure 
Cancer 

Cardiac  rehabilitation 


Pre-mari tal  counsel i ng 
Sex  counseling 
Alcohol  abuse 


Allergies 
Hypertension 
Venereal  disease 
Heat/cold  injuries 


PEDIATRICS 

Newborn  care 
Child  care 

SURGICAL 

Pre-operation/post-operation  counsel ing 
ORTHOPEDICS 
Case  care 
OB/GYN 


DIETARY 


Birth  Control 
Parentry 
Menopause 
Feeding  techniques 


Obesity 

Infant  nutrition 


Lamaze  classes 
Prenatal 
Breast  exam 


PSYCHIATRIC/SOCIAL  SERVICES 

Management  of  stress 
Child  abuse 
Psycho-social  problems 
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WHERE  THE  PRIORITY  IS  NEEDED 


CHRONIC  MEDICAL  CONDITIONS 

Diabetes 
Hypertension 
Dietary  Counseling 
Heart  Disease 

t 

SELECTED  MIDDLE  MANAGEMENT 
Self  Breast  Exam 

Pre-operation/post-operation  Counsel ing 
Pre-natal /post-natal  Exercise 

ACUTE  MINOR  ILLNESS 

Upper  Respiratory  Infection 
Urinary  Tract  Infections 
Fever  in  Children 

Common  Illnesses,  Sprains,  Strains 
COMMUNITY  HEALTH 


jt 
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Comnuni cable  Diseases 

Immunizations 

Parenting 

Accident  Prevention 
Poison  Control 


APPENDIX  D 


CONSUMER  QUESTIONNAIRE  ON  PATIENT  EDUCATION 


ft 
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CONSUMER  QUESTIONNAIRE 
PATIENT  EDUCATION 
U.  S.  ARMY  COMMUNITY  HOSPITAL 
Fort  Polk,  Louisiana  71459 

INSTRUCTIONS:  Please  answer  each  item  by  supplying  the  correct  inforr '  *:ion; 

if  you  have  questions,  do  not  hesitate  to  ask  the  monitor; 
the  numbers  on  the  extreme  left  are  for  coding  purposes. 

1.  Date: _ 

2.  Patient’s  name: _ 

3.  Date  of  birth: _ 

4.  Social  Security  Number: _ . _ 

5.  Race  or  ethnicity: _ 

6.  Sex: _ 

7.  Military  Status  of  sponsor: _ AD  _ Retired  _ Deceased  _ Other 

Officer  Officer 

_ EM  _ EM 

8.  Patient's  relationship  to  sponsor:  _ Sponsor  _ Spouse  _ Dependent 

9.  Occupation: 

0  -  None  (unemployed  or  retired) 

1  -  Housewife 

2  -  Administrative  (desk  work) 

3  -  Technical  specialist  (mechanic,  computers) 

4.  Professional  other  than  medical  (lawyer,  clergy) 

5  -  Combat  related  (unit  groups) 

6  -  Student  (full  time) 

7  -  Blue  Collar  (custodian,  maid,  janitor) 

8  -  Medics  (RN,  MD,  PN,  DDS,  ets.) 


9  -  Other 


Consumer  Questionnaire  -  Patient  Education  (Cont'd) 


10.  Marital  Status:  Married _  Engaged _ 

Widowed _  Divorced_ 

Single  _  Separated 

11.  Education  Completed: 

Elementary  School  (1-6  grades) _ 

Junior  High  School  (7-8  grades) _ 

High  School  (9-12  grades) _ 

1  to  3  Years  College _ 

Baccalaureat  Degree _ 

Master's  Degree _ 

I 

Doctor's  Degree _  > 

S 

12.  Relationship  of  respondent  to  head  of  household: _ 

13.  Family  size  and  composition: _ 

14.  Do  you  have  any  children ?_ _ _ 

15.  What  are  their  ages? _ 

16.  How  would  you  like  the  patient  and/or  community  health  education 
presented? 

Through  what  medium?  Or  combination  of  media? 

Radio _  Tape  (audio)  Cassette _ 

TV _  Booklet _ 

Lecture _  Combination _ 

17.  Who  would  you  like  to  present  the  patient  and/or  community  health 
education? 

Medic _  Health  Educator _ 

Nurse _  Secretary _ 

Physician _ 
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Consumer  Questionnaire  -  Patient  Education  (Cont'd) 

18.  Would  you  prefer  to  have  the  information  presented  in  groups  or 
individually? 


19.  Would  you  be  interested  in  having  the  information  given  during  the  day 
or  evening? 


20.  Would  you  prefer  to  have  the  information  given  only  to  you  or  would 
you  like  the  family  to  participate?  * 


21.  Do  you  feel  the  physicians  give  you  adequate  information  about  your 
illness  in  order  that  you  can  be  an  effective  self-care  agent? 


22.  Do  you  feel  the  nurses  give  you  adequate  information  about  your  illness 
in  order  that  you  can  be  an  effective  self-care  agent? 


23.  If  people  were  informed,  which  illness (es)  would  they  be  concerned  about? 
(Select  one,  all,  none) 


Diabetes 


Hypertension 


Heart  Disease 


Alcoholism 


Other 


Cancer 


Accidents,  vehicle 


Stomach  ulcers 


Emphysema  5  Bronchitis 


24.  Which  illness  or  illnesses  does  the  average  person  worry  about  fairly 
often?  (all,  some,  none) 


Heart  Disease 


Pneumonia 


Diabetes 


Alcoholism 


Cancer 


Leukemia 


High  Blood  Pressure _  Emphysema  8  Bronchitis_ 

Other 
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Consumer  Questionnaire  -  Patient  Education  (Cont'd) 

25.  Which  illness  or  illnesses  does  the  average  person  worry  about  rarely? 


Heart  Disease 


Cancer 


Alcoholism 


High  Blood  Pressure 


Other 


Diabetes 


Pneumonia 


Leukemia 


Emphysema  5  Bronchitis 


26.  What  general  subject  areas  of  community  health  education  are  you 
interested  in?  (all,  some,  none) 

A  review  of  pharmacology,  pharmacies,  and  pills  for  the  layman. 
Why  patients  don't  follow  orders. 

Should  a  patient  take  his  own  blood  pressure? 

Consumerism  and  health  care. 

How  life  style  affects  you  and  your  family. 

Innovations  in  health  testing. 

Growth  and  development:  Newborn  to  Teenager. 

Common  childhood  illnesses:  What  to  look  for  and  do. 

How  mental  illness  affects  the  patient  and  those  around  him. 

a.  Individual  resources 

b.  Community  resources 

Family  planning  and  special  concerns  of  women. 

The  great  doctor  shortage:  Is  the  end  in  sight? 

a.  Present  and  future  trends  in  health  care  delivery. 

b.  Use  of  paramedics  and  systems  in  health  care. 


8 
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Consumer  Questionnaire  -  Patient  Education  (Cont'd) 

First-aid,  i.e.. 

Emergency  resuscitation 

Mouth- to-mouth 

Care  of  poisoning  case 

Proper  care  of  bums,  sprains,  strains,  back  injuries,  etc. 

The  perils  of  eating,  American  style:  A  basic  review  of  nutrition, 
vitamins,  and  practical  eating  tips. 

Other: 


CONSUMER  QUESTIONNAIRE  ON  PATIENT  EDUCATION 
(Patient  Survey) 

N=200 
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PATIENT  EDUCATION  SURVEY,  SPRING  IQ8o 

USA  OTMJNITY  HOSPITAL 
PORT  POLK,  LOUISIANA 

Health  Survey  of  Population  at  Fort  Polk,  Louisiana 
Rationale: 

Health  reflects  the  quality  on  one’s  life.  It  is  an  expression 
of  the  problems  and  strengths  of  the  total  conrunity  where  one 
lives  out  that  life.  Assessment  of  the  health  of  a  corrrnunity 
group  requires  an  evaluation  of  the  interrelated  variables  that 
make  up  coirmunity  life. 

An  accurate  assessment  of  a  coiminity  ’  s  health  needs  requires  both 
an  examination  of  the  quality  of  life  q f  its  inhabitants  and  of 
the  system  of  interacting  structures  that  make  up  the  corrmunity. 

Family  Interview  Guide 


NAME 

MILITARY  STATUS 


Active  Duty  Retired 

Army  USAF  USN 


CQftf-lUNITY  DEFORMATION 


1.  How  long  have  you  lived  in  the  Fort  Polk  area? 

2.  How  do  you  find  living  on  post/trailer  park? 

3.  Are  the  services  provided  there  as  good,  about  the  same  or  worse  than 
those  provided  at  other  places  you  have  lived? 

What  do  you  like  best  about  your  living  area? 

5.  What  do  you  like  least  about  your  living  area? 

6.  Would  you  prefer  to  live  in  another  housing  area  on  post?  Why? 

7.  How  do  you  think  people  from  other  areas  feel  about  the  housing  areas? 

8.  How  do  you  rate  this  housing  area  as  compared  to  others? 

COMMUNICATION  AND  TRANSPORTATION 


1.  Do  you  have  a  telephone?  _ 

Radio 

number 

T.V.  Family  car 

number 

type 

who  uses  it,  drives 

Motorcycle  _ 

who  uses  it 

Bicycle  _ 

nunber  -  who  uses  • 

2.  Do  you  read  the  local  newspapers? 

Do  you  have  a  home  subscription? 

Which  ones? 

Do  you  prefer  any  particular  one? 

3.  What  about  the  Post  paper,  the  Kisatchie  Guardian,  do  you  read  it?  _ _ 

Do  you  like  it?  _ _ 

M.  In  what  other  ways  do  you  get  information  about  what's  happening  in  the 
world? 

examples :  friends  family  members  school 
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Comnunication  and  Transportation  -  Cont’d. 


MEDICAL  ACTIVITY  RELATIONSHIPS: 

1.  How  often  do  you  use  the  Fort  Polk  Army  Community  Hospital  for  your¬ 
self  or  other  family  members. 

2.  Have  you  or  anyone  else  in  the  family  every  been  hospitalized  there? 

3.  If  yes,  how  many  days  were  you  there? 

t 

Were  you  satisfied  with  the  care  you  or  they  received  there? 

a.  In  what  ways  did  the  doctors  help  you? 

b.  In  what  ways  did  the  nurses  help  you? 

c.  In  what  ways  did  other  people  on  the  staff  help  you? 

d.  In  what  ways  could  any  of  the  above  hospital  staff  have  helped  you? 

5.  What  about  outpatient  services,  how  often  do  you  or  other  family  members 
use  these? 

6.  What  does  your  family  like  best  about  the  clinic  services  at  the 
hospital? 

7.  What  does  your  family  like  least  about  clinic  services  at  the  hospital? 

8.  What  amount  per  month  do  you  consider  should  be  added  to  your  pay  if  you 
did  not  have  prepaid  Army  Medical  Services?  (i,e.,  What  do  you  think  it 
would  cost  a  family  like  yours  for  a  civilian  prepaid  program  with  equal 
coverage,  such  as  an  H.M.O.?) 

How  would  you  rate  those  of  the  services  that  are  offered  by  the  hospital, 
good  so-so  fair  poor  (circle  one) 


Are  there  any  other  services  you  think  the  hospital  should  offer  to  this 
cormunity? 


IIIMIMIIIIII 

IIIIIIIIHIIII 


This  service  is  not 

offered  at  USACH 

J 

at  USACH  (some  family  memb) 


If  USACH  had  this  svc.  I 
would  not  like  to  use  it. 


Tne  best  source  of  information 
on  this  svc.  or  lack  of  it 
would  be 


NOTE: 


Use  the  back  of  this  sheet  for  comments. 


Medical  Activity  Relationships  -  Cont'd. 


9.  Relationship  or  respondent  to  head  of  household: _ 

10.  VJhat  is  patient  or  conminity  health  education?  Understands  (  ) 
Does  not  understand  (  ) 

11.  How  do  you  feel  about  patient  and/or  community  health  education? 
good  (  )  bad  (  )  indifferent  (  ) 

12.  How  would  you  like  the  patient  and/or  community  health  education 
presented? 

Through  what  medium?  Or  combination  of  media? 

Radio _ _ _  Tape  (audio)  Cassette _ 

TV  Booklet 


Lecture  Combination 


13*  Who  would  you  like  to  present  the  patient  and/or  community  health 
education? 

Medic  _  Health  educator 


Nurse _  Secretary _ 

Physician _ 

would  you  prefer  to  have  the  information  presented  in  groups  or 
individually? 

15.  Would  you  be  interested  in  having  the  information  given  during  the 
day  or  evening? 

16.  Would  you  prefer  to  have  the  information  given  only  to  you  or  would 
you  like  the  family  to  participate? 

17.  In  general,  how  do  you  feel  about  the  Army's  patient  and/or 
corrmunity  health  education  program  in  the  Ft  Polk  area? 

Excellent _  Not  good _ 

Fairly  good _  Poor _ 

18.  Do  you  feel  the  physicians  give  you  adequate  information  about  your 
illness  in  order  that  you  can  be  an  effective  self-care  agent? 
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Medical  Activity  Relationships  -  Cont’d. 


19.  Do  you  feel  the  nurses  give  you  adequate  information  about  your 
illness  in  order  that  you  can  be  an  effective  self-care  agent? 

20.  Have  you  or  any  member  of  your  family  been  to  see  a  doctor  in  the 
past  year? 

21.  Do  you  have  a  particular  doctor  whom  you  normally  see  about  your 
health  when  something  is  wrong? 

22.  How  do  you  find  out  about  changes  in  hospital  procedures? 

23.  Aside  from  the  medical  quality  of  services, at  the  hospital,  are 
there  any  practical  matters  you  would  like  to  corrment  on? 


'-.v. .  ,v-  a* .  . 


COMMUNITY  QUESTIONNAIRE 
Patient  Education 
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What  do  you  like  best  about  your  living  area? 
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Were  you  satisfied  with  the 
care  you  or  they  received? 


How  would  you  rate  those  of 
the  services  that  are  offered 
by  the  hospital? 


Which  of  the  following  problems  do 

you  believe  require  medical  attention?  Range  Average 


Patient  Assistance  Bulletin  Unwed  mother  counseling  More  doctors 

Telephone  courtesy  Birth  control  counseling 

Personnel  cooperation 
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APPENDIX  F 


MEDICAL  RECORD  AUDIT 


DOCUMENTATION  OF  PATIENT  EDUCATION 
Medical  Records  Audit 
21  May  1980 


OUTPATIENT  CHARTS 
(Random  Selection) 

TOTAL 

PERCENT 

NUMBER  CHARTS 

Charts  Audited  30 

Documented  Patient  Education  8  26.7 


Patient  Understanding 


3.3 


INPATIENT  CHARTS 

(Random  Selection  of  Documented 

Diabetes  Mellitus  Cases,  CY  1978) 

TOTAL 

PERCENT 

NUMBER  CHARTS 

Charts  Audited  30 

Documented  Patient  Education  29 

3.04  times  per 
patient 

Patient  Understanding  6 

1.75  times  per 
patient 


96.7 


20.0 


PERCENT 

DOCUMENTED 


12  .5 


APPENDIX  G 


AUDIO  VISUAL  EQUIPMENT  LIST 


•  AUDIO  VISUAL  EQUIPMENT  LIST 

Patient  Education  Center 
US  Army  Community  Hospital,  Fort  Polk,  LA. 
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PHYSICAL  SPACE  AND  EQUIPMENT  (NON-AV)  REQUIREMENTS 
1 .  Basic  Floor  Diagram. 

Room  I  -  Primary  Patient  Education  Center  450  sq  ft 
Room  2  -  Secondary  Patient  Education  Center  100  sq  ft 
Room  3  -  Office,  Education  Coordinator  120  sq  ft 
Room  4  -  Storage  &  Supply  100  sq  ft 


770  sq  ft 


Physical  Facilities. 


General  Requirements. 


(1)  Size.  A  small -group  facility  would  be  designed  to  accommodate 
six  to  ten  patients.  The  minimum  room  size  would  be  300  square  feet,  pref¬ 
erably  450  square  feet  (15'  x  30').  The  size  will  be  dependent  on  space 
allocations,  type  of  installation,  and  patient  flow. 

(2)  Wiring.  Minimum  requirements  of  a  small  sized  learning  center 
would  be  two  double  outlets  on  each  wall.  The  outlets  should  be  within 
easy  access  to  each  study  carrel  and  either  end  of  the  room.  Raceways 
should  be  provided  for  communications  units  both  within  the  learning  center 
and  between  other  areas  of  the  hospital  care  facility. 

i 

(3)  Artificial-Light  Control.  The  light  should  be  adequately 
diffused  and  shadow  free  in  all  parts  of  the  learning  center.  Thirty  (30) 
footcandles  is  recommended  as  the  minimum  light  level.  Light  control  with 
dimmer  switch  should  be  in  the  inmediate  area  of  the  health  educator's 
station. 

(4)  Acoustical  Conditioning.  The  acoustical  conditioning  should 
be  controlled  by  wall  coverings  (acoustical  tile  or  plaster)  and  rugs  on 
the  floors  plus  the  use  of  headphones  for  each  patient.  Cutting  down  on  the 
reverberation  and  noise  level  improves  room  "climate"  and  reduces  tensions. 

(5)  Air  Control.  Heating,  cooling,  and  ventilating  systems  should 
cause  neither  drafts  nor  noise.  The  temperature  range  as  per  governmental 
energy  control  standards,  should  be  from  68  degrees  F.  in  the  winter  to 

78  degrees  F.  in  the  summer  and  the  humidity  between  45  and  55  percent  with 
adequate  air  circulation.  It  should  also  be  thermostatically  controllable 
and  monitored  by  the  health  educator. 

(6)  Color.  Colors  may  vary  considerably,  depending  upon  the  room's 
exposure.  Pastel  colors  are  suggested  to  help  with  lighting  and  light  control 

(7)  Reflective  Surfaces.  For  effective  use  of  most  projected 
material,  illumination  in  the  room  should  not  exceed  1/10  foot  candle. 

(8)  Rest  Room  Facilities.  Should  be  provided  for  both  men  and 
women  in  the  immediate  area. 

b.  Furniture  and  Arrangement. 

(1)  Primary  Learning  Center:  (Room  #1) 

(a)  Size  -  15'  x  30':  was  large  enough  to  accommodate  eight 
patients  comfortably.  However,  may  seat  ten  patients. 


I 


i 


(b)  Furniture  and  Facilities. 


1_  one  54"  circular  table  with  four  posture  conforming 

chairs, 

2  two  sets  of  five  wall  mounted  shelves, 

2  one  lectern, 

A  two  legal  size  five  drawer  file  cabinets, 

2  eight  study  carrels  with  posture  conforming  chairs, 

2  one  metal  cabinet  for  audio  visual  equipment, 

% 

l_  one  18"  x  35"  x  60"  metal,  double  door  storage  cabinet. 

(2)  Secondary  Learning  Center:  (Room  #2) 

(a)  Size  -  6'  x  12':  was  large  enought  to  accommodate  one 
patient  comfortably.  Also  used  for  storage. 

(b)  Furniture  and  Facilities. 

2  one  study  carrel , 

2  two  posture  conforming  chairs, 

2  one  metal  cabinet  for  audio  visual  equipment, 

A_  one  2'  x  5  1/2*  built  in  storage  cabinet  with  stainless 

steel  sink,  and 

2  two  25"  x  31"  wall  hung  metal  cabinets. 

(3)  Carrels.  To  afford  flexibility  a  "mix"  of  types  of  carrels 

is  recommended,  rather  than  a  standardized  type.  The  vertical  dividers  should 
not  be  over  two  feet  above  the  table  area.  Study  carrels  should  be  used  for 
individualized  instruction  with  a  minimum  of  six  and  preferably  ten  patients 
per  small  sized  learning  center. 

(4)  Cloistering  of  Carrels.  If  feasible  the  carrels  should  be 
borken  up  visually  so  that  they  do'  not  have  a  barnlike,  regimented  appearance. 
If  space  is  at  a  premium  there  should  be  no  more  than  five  carrels  along 

one  wall.  Carrels  should  be  arranged  to  ease  the  traffic  flow,  since  patients 
leave  at  different  times. 


(5)  Social  Interaction  and  Group  Size.  The  interaction  and  size 

of  the  group  is  dependent  upon  the  topic  area  (disease  entity)  and  the  social 
characteristics  of  the  patients.  The  optimum  croup  size  is  between  six  to 
ten  patients. 

(6)  Conference  Table.  At  least  one  round  conference  table  should 
be  included  in  the  furniture  to  provide  opportunities  for  various  forms  of 
interaction  and  face-toface  learning  activities.  When  patients  are  in  the 
carrels  the  conference  table  may  also  serve  as  the  health  educator's  station. 

(7)  Seating  and  Table  Surfaces.  Seats  and  table  shoul  '  be  movable 
(designed  for  flexible  grouping),  quiet,  comfortable,  the  right  height  with 
good  posture  support.  Swivel  chairs  with  casters  are  suggested. 

(8)  Learning  Materials  Storage.  The  learning  center  should  include 
shelving  both  open  and  visible  and  hidden  (cabinets)  shelves  to  store  book¬ 
lets,  3/4"  audiovisual  cassettes,  other  audio  visual  equipment,  etc. 

c.  Additional  Facilities. 

(1)  Health  Educator's  Office.  Should  include  a  desk,  two  chairs, 
and  a  minimum  of  two  file  cabinets.  The  number  of  file  cabinets  would  be 
dependent  on  the  patient  case  load.  This  office  is  essential  for  baseline 
collection. 


(a)  Health  Educator's  Office. 

1  Size:  9'  x  IT 

2  Furniture  and  Facilities. 

£  one  study  carrel , 

J)  two  18"  x  28"  legal  size  five  drawer  file  cabinets, 
c  one  34"  x  44"  single  pedestal  desk, 
c[  three  posture  conforming  chairs, 
e  four  rows  of  12"  x  43"  wall  hung  shelves, 
f  one  24"  x  37"  x  38"  built  in  storage  cabinet  with 

stainless  steel  sink, 

£  one  13"  x  32"  x  36"  wall  hung  metal  cabinet  with 
sliding  glass  doors,  and 


h  one  TV  monitor. 
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(2)  Storage  Area  and  Supply  Room.  Should  be  large  enough  to 
adequately  store  blank  forms,  patient  charts,  and  additional  (back-up) 
audiovisual  equipment,  including  two  file  cabinets. 

(a)  Size:  9'  x  11 ' . 

(b)  Two  legal  sized  5-drawer  file  cabinets. 

(c)  One  18"  x  35"  x  60"  metal,  double  door  storage  cabinet. 

d.  Audio  Visual  Hardware:  See  Appendix  G. 

e.  Location:  A  Patient  Education  Center  should  be  readily  accessible 
to  patients  and  have  an  adequate  waiting  area.  In  the  new  hospital,  an 
area  within  the  outpatient  area  (modular  clinic)  would  be  appropriate. 


SOURCE:  Kucha,  Doloros  H.  "A  Comparative  Evaluation  of  the  Traditional 
Versus  a  Systems  Approach  for  Hypertensive  Patient  Education," 
Health  Care  Studies  Division  Report  (HCSD  #79-001 -D),  Academy 
of  Health  Sciences,  Fort  Sam  Houston,  Texas,  August  1977, 
p  141-156. 
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